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Collective Review 


LOBECTOMY IN THE ‘TREATMENT OF 


BRONCHOGENIC CARCINOMA 


T. W. SHIELDS, M.D., F.A.C.S., Chicago, Illinois 


PneuMONECTOMY has been the keystone of sur- 
gical treatment of bronchogenic carcinoma since 
this operation was first successfully performed 
upon a patient with carcinoma of the lung by 
Evarts Graham (25) in 1933. When the disease 
process is so localized that its operative removal 
is possible either a standard dissection or a 
radical pneumonectomy is advocated as the 
procedure of choice. Smith (54), Thomas (57), 
and Chamberlain and his associates (17) fre- 
quently extend the scope of the procedure, as do 
other surgeons, and resect locally invaded struc- 
tures in the hope of obtaining additional sur- 
vival time as well as better palliation in certain 
patients. Despite the trend during the last 
decade to perform more radical procedures than 
previously in the surgical treatment of lung can- 
cer, it is apparent that a reverse trend toward 
conservatism likewise exists. This is manifested 
not only by the reluctance of many surgeons, 
including Johnson and his coworkers (33), to 
accept radical pneumonectomy as a routine 
procedure, but also by the employment of 
lobectomy by most surgeons as the definitive 
surgical treatment under varying circumstances. 
Furthermore, a sleeve resection of the main 
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bronchus has recently been added to lobectomy 
to widen the application of this operation in lung 
cancer. 

Before 1950, little mention was made of lobec- 
tomy in the treatment of lung cancer. Neuhof 
and Aufses (42), Head (30), and Overholt and 
Schmidt (44) noted the use of lobectomy for 
small peripheral tumors in older poor risk pa- 
tients. However, at this time the impression in 
the literature was that lobectomy was something 
one occasionally performed but did not talk 
about. Then Churchill and his associates (19) 
startled the surgical world by their report of 
patients with lung cancer treated at the Massa- 
chusetts General Hospital in which lobectomy 
was found to have given a better 5 year salvage 
than did pneumonectomy. It was suggested by 
them that although pneumonectomy was the 
procedure of choice a lobectomy was reasonable 
when there was evidence of diminished pulmo- 
nary or cardiac reserve; when uncertainty of diag- 
nosis existed and the lesion could be totally ex- 
cised by lobectomy; when the lesion was small, 
peripheral, and there was no evidence of lymph 
node extension; and when the carcinoma ex- 
tended beyond surgical limits but the operation 
could be considered of value as a palliative pro- 
cedure. 
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TABLE I.—SURVIVAL AFTER PNEUMONECTOMY OR LOBECTOMY FOR THE TREATMENT OF BRONCHO. 
GENIC CARCINOMA 


Author Year 


Adams (1) 1948 
Churchill et al. (19) 1950 
Bignall and Moon (13)................ 1955 
ee tot) ee 1956 
Gifford and Waddington (24) 1957 
Churchill et a/. (18) 1958 
Watson (61) 1958 
BON OEM, CIS) 0.50 'o:s 000 ose eae oaos 1958 
Thomas (58) 1959 
Vance et al. (60) 1959 
Jones et al. (36) 1960 
Paulson and Shaw (48) 1960 


General agreement with this suggestion was 
voiced by many surgeons, including Effler (23), 
Therkelsen (55), Boyd and associates (15), 
Sellors (52), and Beattie (9). Even those surgeons 
such as Jones, Robinson, and Meyer (35) who 
achieved good results with lobectomy believed 
that it was neither a better operation than nor a 
substitute for pneumonectomy and that its use 
should be reserved for poor risk subjects. In a 
survey of the practices of members of the Ameri- 
can Association for Thoracic Surgery, Robinson, 
Jones, and Meyer (50) found, in essence, general 
acceptance of this philosophy. 

Recently, dissenting views have been pub- 
lished. Belcher (10, 11), drawing his conclusions 
from the results of “policy” lobectomy (lobec- 
tomy whenever possible), believes that conserva- 
tive resection when technically feasible is justified 
irrespective of pulmonary function or age. This 
philosophy is concurred in and even furthered by 
Paulson and Shaw (48). To these surgeons the 
operation of choice in all cases is lobectomy, and 
pneumonectomy is justified only if a lesser resec- 
tion cannot be performed. They base their phi- 
losophy of treatment on the relative importance 
of the biologic factors involved and in the interest 
of conservation of pulmonary function. Why 
should there be such variance of opinion as to the 
place of lobectomy in the treatment of broncho- 
genic carcinoma? The answer to this is not readily 
resolved, but some insight into the relative merits 
of lobectomy may be gained by comparing vari- 
ous aspects of this operation with those of pneu- 
monectomy in the treatment of primary lung 
cancer. 

Although it is impossible to compare directly 
the results of lobectomy and of pneumonectomy, 
most series reported in the literature reveal the 
survival figures to be as good or better for those 


——~Three year survival 
Lobectomy Pneumonectomy 
Per cent Per cent 


—___—_Five year survival___ 
Lobectomy Pneumonectomy 
Per cent Per cent 
60 
19 
42 


12.5 
33 
34.9 
35 
36 


30 


patients undergoing lobectomy as for those sub- 
jected to pneumonectomy (Table I). Because of 
the selection of cases—operative risk, site of le. 
sion, presence or absence of gross lymph node 
involvement—and the difference in the mortality 
of the two operations no definite conclusion as to 
the greater efficacy of one or the other operation 
may be reached by such information. Neverthe- 
less, as noted by Bignall and Moon (13), it is 
reasonable to conclude from such studies that the 
chance of survival of those who live through the 
immediate postoperative period is not affected 
materially by the extent of the resection the sur- 
geon considered advisable for the particular pa- 
tient. If this is so then when is lobectomy indi- 
cated in the treatment of bronchogenic carci- 
noma? The question might best be answered by 
first noting the disadvantages of pneumonectomy 
in treating the patient who is afflicted with 
this disease. 


DISADVANTAGES OF PNEUMONECTOMY 


Many patients with primary carcinoma of the 
lung are in the sixth and seventh decades of life 
and even an increasing number of patients in the 
eighth decade are now being seen. A great many 
of these patients also have emphysema and respir- 
atory insufficiency. In such patients a pneumo- 
nectomy is a hazardous undertaking. In the older 
patients, the operative mortality of pneumonec- 
tomy is consistently higher than that of lobec- 
tomy. Thomas (58) has reported that the mor- 
tality of pneumonectomy in patients more than 
50 years old is three times that of lobectomy. 
Similar results have been noted by Adams (2). 
Hepper and Bernatz (31) in reviewing 62 opera- 
tions on 61 patients in the eighth decade found 
this difference in mortality rates to persist (Table 
II). 
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The cause of death in the majority of these pa- 
tients after pneumonectomy is cardiorespiratory 
failure. In any such patient it is difficult if not 
impossible to distinguish the separate roles played 
by the cardiac and respiratory systems. Insuffi- 
cient ventilatory reserve, pulmonary hyperten- 
sion, and myocardial insufficiency are all factors 
that must be taken into account. Even when the 
older patient survives the operative period, these 
same factors increase the disability rate of the 
pneumonectomized patient; not a small per- 
centage of the patients are or become cardiore- 
spiratory cripples. 

Clinical and experimental studies of Adams 
and his coworkers (3, 4, 28, 29) have shown that 
with a marked reduction of lung volume pul- 
monary hypertension becomes evident and this is 
increased by exercise. It is also apparent from 
their work that the older the patient is at the 
time of operation the more likely the patient 
will experience a reduction of functional capac- 
ity later. Moreover, pulmonary hypertension of 
a significant degree may be anticipated after 
pneumonectomy in patients who are more than 
60 years old. Cor pulmonale with ultimate car- 
diac failure is thought to be responsible for a 
high percentage of the late deaths in those pa- 
tients who die of causes other than recurrent 
disease. From a recent study of long term sur- 
vivors, Jones and his associates (36) concur that 
cor pulmonale is a significant factor in the pro- 
duction of disability in the postpneumonectomy 
patient. 

In addition to these disadvantages of pneumo- 
nectomy, the incidence and seriousness of bron- 
chopleural fistula, empyema, and cardiac irregu- 
larities after pneumonectomy must be taken into 
consideration. Although these do occur after 
lobectomy, the problems attendant with ‘their 
management are less than after a pneumonec- 
tomy. 

Thus it becomes apparent that at least as far 
as the postoperative morbidity and mortality are 
concerned, a pneumonectomy is a less desirable 
operation than lobectomy. In addition, as Big- 
nall (12) has noted, though there is little factual 
evidence concerning the patient’s disability after 
lobectomy, it seems to be widely held that the 
patient’s life is less altered after lobectomy than 
after pneumonectomy. If the disadvantages of 
pneumonectomy with regard to morbidity and 
mortality and the quality of survival can be 
lessened by the substitution of a lobectomy, what 


TABLE II.—SURGICAL MORTALITY IN THE TREAT- 
MENT OF BRONCHOGENIC CARCINOMA 


Age, prs. 





Less than 
50 50 to 59 §=60 to 69 70+- 
Percent Percent Percent Per cent 
Adams (2) 
Lobectomy 6.2 16.6 13.3 
Pneumonectomy 0 23 34.2 


Thomas (57) 
Lobectomy 14 
Pneumonectomy 20 


Hepper and Bernatz (31) 
Lobectomy 8.6 
Pneumonectomy 29.6 


then is the objection to lobectomy in the treat- 
ment of bronchogenic carcinoma? 


PATHOLOGIC BASIS FOR LOBECTOMY 


The standard objection to a lobectomy as a 
definitive surgical procedure in the treatment of 
carcinoma of the lung is that it is regarded as an 
inadequate cancer operation. This conclusion is 
based on the supposition that neither a wide local 
excision of the lesion nor an adequate removal of 
the regional lymph nodes is accomplished by the 
procedure. Both of these requirements are thought 
to be better achieved by a pneumonectomy, 
especially the so-called radical pneumonectomy. 
Neither procedure, though, can obviate the high 
incidence of blood borne metastasis which has 
been shown to be the important factor in the 
poor prognosis of this disease. The investigations 
of Aylwin (7), Collier and associates (20, 21), and 
Ballantyne, Clagett, and McDonald (8) have 
stressed the importance of vascular invasion as it 
relates to survival of the patient with lung cancer. 
Johnson, Kirby, and Blakemore (33) found that 
when blood vessel invasion was demonstrated in 
the resected specimen only a 6 per cent 5 year 
survival occurred, whereas when there was no 
such invasion the survival rate was 75 per cent. 
The presence or absence of lymph node involve- 
ment or the size of the lesion made little or no 
difference in these survival figures. It would ap- 
pear then that any operation that would meet 
the criteria of adequate local excision and re- 
gional lymph node removal would be a satisfac- 
tory cancer operation. 

Weinberg (62), having studied the regional 
nodes in carcinoma of the lung by vital staining 
with pontamine sky blue, has concluded that a 
radical pneumonectomy is the treatment of 
choice. He also believes that lobectomy would 
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inadequately remove the potentially involved 
nodes and thus would not have the status of a 
cancer operation (63). Borrie (14) in a study of 
the regional lymphatic metastases described the 
pattern of drainage from the various lobes and 
reached a somewhat similar conclusion. Even 
though the pattern of regional node involvement 
could be predicted, he did not believe that a 
lobectomy often would be technically possible. 
Additional evidence against an adequate lymph 
node removal was provided by the demonstration 
of direct lymphatic connections from the lower 
lobes of the lungs to infradiaphragmatic nodes 
by Meyer (40). However, such evidence is like- 
wise a germane argument against the so-called 
radical pneumonectomy. 

Contrary to these opinions is the opinion of 
Nohl (43). In an extensive study of the lymphatic 
spread of the disease he has shown that the 
lymphatic pathways from the individual lobes to 
the mediastinum are constant and that when 
technically feasible a lobectomy with regional 
node dissection should achieve a reasonably ade- 
quate lymphatic clearance. The important area 
in each lobe is the lymphatic sump of Borrie (14). 
The sump area is the region between the upper 
lobe bronchus and the superior segmental and 
middle lobe bronchi on the right and the upper 
lobe and superior segmental bronchus on the left. 
This area as well as the other specific areas of 
drainage of the individual lobes must be cleaned 
out in each lobectomy. The specific areas of 
drainage of the right upper lobe are the azygous 
nodes and the right paratracheal and pretracheal 
nodes. Those of the right lower lobe are the nodes 
of the subcarinal area, of the inferior pulmonary 
ligament, and of the paraesophageal regions. 
Parenthetically, in order to obtain adequate 
clearance with a lesion of a lower lobe, Nohl 
suggested a bilobectomy with removal of the 
middle lobe. On the left, drainage of the upper 
lobe is rarely upward, but is to the subcarinal 
area and the aortic window as well as to the 
sump area. The drainage of the left lower lobe is 
similar to that on the right. It is to be noted that 
transgression of the fissure or massive lymphatic 
involvement may change these specific patterns. 
siawever, when the growth is confined to the 
lobe and massive lymphatic involvement is ab- 
sent, it appears that a satisfactory lymph node 
dissection may be carried out accompanying a 
lobectomy. The radical right upper lobectomy of 
Boyd and his colleagues (15) and the procedures 


described by Cahan (16) remove these lymphatic 
areas satisfactorily. 

A test of the efficacy of lobectomy in this 
regard might be obtained by finding out the 
proportion of patients in whom there is a recur. 
rence of cancer within the thorax. Belcher (11), 
in a series of 264 lobectomies, found a survival 
rate of 37 per cent in the 246 patients followed 
up for 5 years. Of those patients who died of their 
disease, 45 per cent died of general metastases 
whereas 26 per cent died of local recurrence. 
Confirmation at autopsy was not obtained in all 
cases so these figures are open to some question. 
Kirschner (38) in an autopsy study of 7 patients 
who had undergone lobectomy and 20 who had 
undergone pneumonectomy found local recur- 
rence to be present in 50 per cent of each and 
distant metastasis to be present without local 
recurrence in 40 per cent of each group. Meade 
(39) in a similar study—50 pneumonectomies 
and 23 lobectomies—found ipsilateral node re- 
currence in 28 per cent and contralateral node 
recurrence in 4 per cent of the pneumonectomy 
group. In the lobectomy group there was a 21 
per cent incidence of recurrence in the ipsilateral 
nodes. Both these studies tend to show that a 
lobectomy may be as efficient when properly 
applied as a pneumonectomy in clearing the lym- 
phatic drainage of the area involved. 

Not only is lymph node removal important ina 
good cancer operation but direct extension of the 
tumor must be considered. If one is to achieve 
wide local excision of a bronchogenic carcinoma, 
the spread of the lesion in the bronchus or in the 
peribronchial lymphatics must be resolved. 

Recurrence in the bronchial stump is known to 
occur after pneumonectomy as well as after lobec- 
tomy. Habein, McDonald, and Clagett (27) 
found 18 cases of recurrence in the bronchial 
stump in 631 patients who had undergone resec- 
tion (2.9 per cent), but in only 4 of the 18 pa- 
tients had a bronchial margin greater than 1.5 
centimeters been obtained proximal to the lesion 
at the time of resection. In only 1 of these hada 
procedure less extensive than pneumonectomy 
been performed; this patient had undergone a 
lobectomy for a peripheral middle lobe lesion. 
Holland (32), in a follow-up study of a small 
series of 21 lobectomies and bilobectomies, re- 
ported 2 known and 2 suspected recurrences. 
From this study he concluded that a lobectomy 
was inadequate for the treatment of squamous 
cell carcinoma of the lung. Mikhalchenki (41), 
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however, inferred from personal studies that the 
length of normal bronchus proximal to the le- 
sion was less important in recurrences in the 
bronchial stump than the occurrence of second- 
ary infiltration from metastatic nodes adjacent 
to the bronchial stump. Nevertheless it would 
be invaluable to know the extent of bronchial 
spread of lung cancer if a lobectomy is to be con- 
sidered as a satisfactory form of treatment. 

Cotton (22) has studied this bronchial exten- 
sion and has noted five important factors: 
(1) direct extension in continuity of the tumor in 
the bronchial wall and in the parabronchial tis- 
sues; (2) direct extension into bronchi other than 
the bronchus of origin, particularly in relation 
to tumors arising close to the major lobar bron- 
chial orifices; (3) invasion of submucosal lym- 
phatics in the bronchial wall; (4) extension of the 
tumor proximally along the lumen of the bron- 
chus by papillary or polypoid process without 
further attachment to the bronchial wall; and 
(5) the presence of epithelial metaplasia, par- 
ticularly when the epithelial change shows atypi- 
cal proliferative features. He found that spread 
into the bronchial wall beyond the palpable mass 
occurred in only 12 per cent and the maximum 
distance of the spread was three-quarters of an 
inch. The latter is in essential agreement with the 
investigations of Griess, McDonald, and Clagett 
(26) who found that the proximal extension of 
tumor in the bronchial wall would be satisfac- 
torily removed if the line of resection included 
1.5centimeters of grossly normal bronchus. Poly- 
poid extension of the tumor into the lumen of the 
bronchus without bronchial wall involvement 
was found to extend one and one-fourth inch. 
This type of extension can be determined read- 
ily at the time of operation. Submucosal lym- 
phatic spread was noted in only 6 per cent and 
in these patients extensive lymph node involve- 
ment was present. This is somewhat opposed to 
the investigation of Rabin, Selikoff, and Kramer 
(49) who found a 12 per cent incidence of posi- 
tive carinal biopsies in 124 patients with a grossly 
normal carina. It was inferred from this investi- 
gation that submucosal lymphatic extension is 
highly important in the bronchial spread of can- 
cer; it may be pointed out that in none of these 
patients was the actual status of the lymph nodes 
determined. 

Lastly, epithelial metaplasia beyond the tumor 
was considered. Cotton found this to be present 
in 31 of 100 specimens but to be extensive in only 


8. In these it extended as far as 2 inches. Because 
of such changes it would seem reasonable to ob- 
tain as wide a margin of bronchus as possible. 
Yet a pneumonectomy would not seem justifiable 
purely on this basis since similar changes as well 
as carcinoma in situ have been discovered in the 
opposite bronchial tree by Auerbach and his 
colleagues (6) and Ryan and McDonald (51). 
Such studies as these would speak against pneu- 
monectomy and for the preservation of as much 
normal lung tissue as possible if future resection 
would become necessary for a second lesion. 
From these recent investigations of the spread 
of the disease it would appear that lobectomy has 
a sound basis not only in peripherally placed 
lesions that have not transgressed the fissures or 
in which massive metastatic node involvement is 
not present, but also in some patients in whom 
the tumor is near to or involves the orifice of the 
affected bronchus. In such instances a sleeve 
resection of the adjacent main bronchus with end 
to end anastomosis of the distal lobe or lobes to 
the proximal stump may satisfactorily meet the 
requirements of a cancer operation. 


LOBECTOMY WITH BRONCHOPLASTIC PROCEDURE 


Lobectomy with sleeve resection of the bron- 
chus was first carried out for carcinoma of the 
lung by Allison (5) in 1952. Thomas (56, 57, 58), 
Jones and colleagues (34, 37) in England, and 
Paulson and Shaw (45, 46, 47, 48, 53) in this 
country have reported their experiences with this 
procedure since that time. The details of the 
operative procedure have been outlined by these 
authors. The postoperative mortality in the series 
of 98 patients reported by Johnston and Jones 
(34) was 8.1 per cent and in Paulson and Shaw’s 
series (48) of 25 patients it was 4 per cent. The 
early complications in both were related to re- 
tained secretions, bronchial leak, and infection, 
most of which were controlled by careful post- 
operative management. Late complications were 
related to the anastomosis and these were infre- 
quent. Except for stenosis in 3 of the 114 patients 
in both series, these late complications were not 
of major importance. Although it is too early to 
judge long term survival, 80 per cent of the pa- 
tients reported by Johnston and Jones were alive 
at the end of 1 year which compares with a 74 
per cent 1 year survival in 114 standard lobec- 
tomies reported by Thomas (59). The results pre- 
sented by Paulson and Shaw (48) that were calcu- 
lated by the life table method are similar. Of 25 
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patients who underwent lobectomy with sleeve 
resection, 86 per cent survived 2 years, 71 per 
cent survived 3 years, 43 per cent survived 4 
years, and 43 per cent survived 5 years. Of 230 
patients who underwent standard lobectomy, 50 
per cent survived for 2 years, 40 per cent sur- 
vived for 3 years, and 30 per cent survived for 5 
years. 

Recurrence of the tumor in the bronchus has 
occurred in a very small percentage of patients, 
2 in the series of Johnston and Jones and 4 in the 
series of Paulson and Shaw. In most of these pa- 
tients the procedure was performed as a compro- 
mise and the local recurrence may be explained 
partially by the selection of the procedure as a 
functional necessity but on a poor pathologic 
basis. 

From these series it appears that lobectomy 
with a sleeve resection is a reasonably safe opera- 
tion. Theearly results are as good as those achieved 
by conventional treatment. Above all, it permits 
the preservation of functioning lung tissue that 
would be sacrificed if a pneumonectomy were to 
be carried out. 


CONCLUSION 


Thus lobectomy, either standard, radical, or 
with a sleeve resection of the main bronchus in 
the treatment of bronchogenic carcinoma, is the- 
oretically supported by a sound pathologic basis 
as well as by good physiologic principles. To date 
the 5 year survival results in those patients for 
whom lobectomy has been selected as the defini- 
tive procedure are as good as those obtained in 
the patients in whom a pneumonectomy has been 
selected. Of course, it might always be said that 
the more favorable lesions selected for lobectomy 
would have yielded even better results if a pneu- 
monectomy had been the operation. Such an ar- 
gument could only be settled by random selection 
of one or the other operation in a large series of 
patients in whom either operation could be per- 
formed with near equal morbidity and mortality. 
This is a highly unlikely clinical situation. In lieu 
of such information and in the atmosphere of the 
persistent variance of opinion even among those 
who have extended the applicability of lobec- 
tomy by bronchoplastic procedures, when may 
the operation be reasonably applied to the pa- 
tients with lung cancer? From the studies re- 
viewed it seems justified to conclude that lobec- 
tomy under certain circumstances is a satisfactory 
cancer operation and may be expected to yield 


good results in those patients in whom it js 
appropriately applied. 

At the present time lobectomy is suggested 
(1) as a definitive procedure in all patients with 
peripherally located tumors with neither trans. 
gression of a fissure nor gross nodal involvement 
and for a well localized hilar carcinoma without 
nodal involvement when a sleeve resection (bron- 
choplastic procedure) will insure adequate 
removal of bronchial margin in patients with 
diminished pulmonary or cardiac reserve; (2) 
as a compromise procedure for a peripheral le. 
sion with gross nodal involvement in patients of 
advanced age or with diminished reserves and 
for hilar carcinoma with gross nodal involvement 
when a sleeve resection is technically feasible in 
patients of advanced age or with poor reserves; 
and (3) as a palliative procedure when tumors 
cannot be completely removed but a lobectomy 
will result in relief of distressing symptomatology. 

Lobectomy does not really compete with pneu- 
monectomy as the operation of choice for the 
treatment of bronchial carcinoma, but should 
assume a place with it in the armamentarium of 
the surgeon treating this disease. The selection of 
lobectomy in the individual situation should be 
dependent upon the patient’s physiologic status 
and the topographic extent of the tumor at the 
time of operation. Blind adherence to a dogma of 
any one operative approach is unjustified. 
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SURGERY OF THE HEAD AND NECK 


HEAD AND FACE 


Observations in the Management of Soft Tissue 
Injuries of the Face; The Reconstruction of Eye- 
brows. FRANK W. Pirrucce.o. Plastic G Reconstr. 
Surg., 1960, 25: 584. 


THE SEVERITY of injuries to the soft tissues of the 
face resulting from automobile accidents has been 
growing steadily worse. This can be attributed directly 
to the tremendous speed and forward propulsion of the 
modern automobile, human error, and enormous 
angulated slanting windshields. Sudden deceleration 
and breaking glass have been producing avulsion 
injuries of the face that are creating major problems in 
reconstruction. 

After the airway has been established and the 
patient’s general condition stabilized, emergent care 
of the wounds should be carried out: (1) scrubbing 
and removal of traumatic debris to prevent secondary 
permanent tattooing; (2) debridement and repair of 
lacerations; (3) use of the principle of the “cardinal 
suture” to realign known anatomic points; (4) 
evaluation of the patient’s immune status; and (5) 
diagnosis and treatment of facial fractures. 

When a feature such as an eyebrow is destroyed, 
there are three main avenues of approach to its 
restoration: (1) a full thickness hair bearing graft 
as a primary procedure immediately after the acci- 
dent; (2) a full thickness hair bearing graft as a 
secondary procedure, or (3) a hair bearing arterial 
peninsular scalp flap based on the superficial temporal 
artery when bulk of tissue to complement esthetic 
restoration is necessary. 

The hair bearing arterial peninsular scalp flap 
restores the contour as well as the hair bearing char- 
acteristics of the brow area. This flap is taken from 
the right temporal area and contains the superficial 
temporal artery. Inclusion of the artery allows one 
to violate the basic concept of flap formation and to 
make a flap that is easily 10 times as long as it is 
wide. The superficial temporal artery ordinarily 
emerges from the fascia in the preauricular area 
roughly at the level of the tragus. At this point it is 
emerging from its deeper relationships and this makes 
an ideal place at which to base the flap. Cases are 
illustrated. 

It is suggested that a second vertical windshield 
made of a flexible laminated transparent material be 
placed in back of and a foot or so away from the 
regulation windshield to serve as a glass crash pad 


that would catch and protect the face. Although this 
suggestion is highly theoretic, it will prove worthwhile 
if it stimulates constructive thinking. 


EYES 


The Use of Heparin in the Treatment of Diabetic 
Retinopathy. [oun K. Fintey and Harry S. WEAVER, 
JR. Am. 7. Ophth., 1960, 50: 483. 


THIs REPORT is a clinical observation from the Hahne- 
mann Medical College in Philadelphia, Pennsylvania 
of 19 diabetic patients, ages 43 to 70 years, with dia- 
betes of less than 12 years’ duration. All had retin- 
opathy of varying severity, but none had retinitis 
proliferans. Fasting Folin-Wu blood glucose determi- 
nations were consistently under 120 mgm. per cent on 
repeated determinations during the 2 years prior 
to this study. One patient had controlled blood glu- 
cose on diet alone and the other 9 used varying amounts 
and kinds of insulin. Dark field microscopy was used 
to determine the chylomicron level in fasting serum 
before treatment and at 2 and 4 week intervals. There 
were no controls. Each patient was given 1,500 
international units of crude heparin as a sublingual 
tablet 4 times daily for 6 months. 

The results are summarized at 6 months, and a 
longer term study is planned. No notation is made 
of vision, and photographic evidence is held to be 
poor. Results are based on individual and repeated 
observations of discrete retinal lesions. Partial regres- 
sion was reported in all patients with retinal exuda- 
tion; disappearance of microaneurysms was observed 
in 4 patients. Chylomicron reduction began in all 
patients at an average of 8 to 16 weeks after initiation 
of therapy and tended to parallel the duration of 
treatment. No correlation was found between fasting 
levels of chylomicrons and glucose. 

—Arthur H. Keeney, M.D. 


Anomalous Sensory Relationship in Apparently 
Cured Squints. AtrrEpo ARRUGA and RacHEL 
Downey. Brit. 7. Ophth., 1960, 44: 492. 


Many PATIENTS presumed to have binocular single 
vision after optical, orthoptic, or surgical treatment 
have a small angle of anomaly which can be detected 
by the technique of pleoptics. Heterophoria, if 
associated with good fusion, causes no subjective 
symptoms, but lack of fusion may result in secondary 
divergence and the gradual establishment of am- 
blyopia. 
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The Visuscope allows the observer to determine 
whether the foveola or some eccentric retinal point 
is used for fixation. If the patient sees the star of the 
Visuscope straight ahead when the examiner sees 
it centered on the foveola, then the fixation and the 
principal visual direction are foveolar. If the star 
is not seen straight ahead, the fixation and the prin- 
cipal visual direction are eccentric. 

Optical undercorrection is uncommon if refraction 
is performed after 5 days of atropinization. Under 
weaker cycloplegia, undercorrection in accommoda- 
tive esotropia may occur and result in a small but 
constant deviation. 

The best method of treating squint in children of 
less than 3 or 4 years of age is either alternating or 
monocular occlusion of the fixing eye—or of the 
amblyopic eye in cases of eccentric fixation. The 
patients are much better off if operation is postponed 
until detailed examination is possible. 

— James E. Lebensohn, M.D. 


Glaucoma, a New Challenge to Occupational Medi- 
cine, EuGenE J. RYAN. Arch. Environ. Health., 1960, 1: 
278. 


THE MEDICAL PROFESSION in general has become more 
aware of the prevalence of glaucoma as a result of 
pleas by the American Medical Association, the 
United States Public Health Service, and ophthal- 
mologists. 

Glaucoma is characterized by an abnormal eleva- 
tion of intraocular pressure attributed to interference 
with the outflow of aqueous from the anterior chamber 
via the canal of Schlemm and adjacent canals located 
at the angle of the anterior chamber. 

Many physicians have the misconception that the 
only form of glaucoma is the acute congestive type 
which manifests itself by excruciating pain and a con- 
gested eye. This type comprises less than 10 per cent 
of all cases of glaucoma. There is a painless type of 
glaucoma, called chronic simple, which is responsible 
for 150,000 to 170,000 cases of blindness in the United 
States and 4,000 new ones each year. 

The findings are presented of a glaucoma screening 
program in a chemical plant of 3,000 healthy adults 
of the average age of 48 years who are examined 
medically routinely on an annual basis. The tonometer 
used routinely for the detection of glaucoma revealed 
that there were 41 chronic cases of glaucoma. 

Chronic simple glaucoma which accounts for 90 
per cent of all cases has a slow insidious onset because 
the flow of aqueous is gradually and only partially 
impeded. As a result the intraocular pressure becomes 
elevated above normal but not sufficiently to cause 
pain or other acute symptoms. Pressure on the optic 
nerve causes atrophy with loss of vision. 

Tonometry is performed as follows: While the 
patient reclines in the treatment chair, 2 drops of 
an anesthetic solution such as ophthaine are instilled 
in the conjunctival sac. The patient fixes a ceiling 
mark directly above his line of vision. While his 
eyelids are separated with the fingers of one hand, the 
base plate of the tonometer is placed on the center of 
the cornea with the other hand. Before and after 
each use of the tonometer the baseplate and plunger 
are cleansed thoroughly with ethyl ether. All persons 


with a reading of 25.8 mm. Hg, 7.5 gm. weight, o 
higher, were considered “‘positive screenees.” 
—Joshua Zuckerman, M.D. 


Intravenous Urea in the Treatment of Acute Angle. 
Closure Glaucoma. Mites A. GALIN, FuTABA Alzawa, 
and Joun M. McLean. Am. 7. Ophth., 1960, 50: 379, 


Tuts REPORT of 12 clinical cases of acute angle. 
closure glaucoma in patients 40 to 74 years old from 
the New York Hospital-Cornell Medical Center in New 
York City confirms the marked hypotensive action 
of urea administered intravenously variously from | 
hour to 4 days after onset of symptoms. Urea wa 
given as a 30 per cent solution of the lyophilized and 
ammonia-free compound in 10 per cent invert sugar 
at the rate of 3 to 4 c.c./min. A total dose of 1 gm, 
of urea/kgm. of body weight was used in each cas, 
and hypotensive pressure levels were reached gener. 
ally in a half hour. In some patients, however, the 
duration of hypotension was only for a few hours unles 
concurrent treatment with miotics, carbonic anhy. 
drase inhibitors, or iridectomy was carried out. In 
all cases suitable, soft eyes were achieved before sur. 
gical incisions. 

The mechanism of action is by osmotic dehydration 
of the globe and, therefore, entirely separate and 
additional to drugs which reduce aqueous formation 
or procedures which facilitate aqueous outflow. When 
angle closure has persisted for many hours or days, 
the mechanically obstructed angle will probably not 
open and operation will be obligatory even though 
the eye is rendered hypotensive. Urea is apparently 
superior to sucrose and other osmotic agents. It has 
been employed extensively and safely by many oph- 
thalmologists and neurosurgeons. Urea is also of 
diagnostic aid in clearing corneal edema. A check oi 
blood urea nitrogen is advised before giving urea 
As with all potent osmotic agents, moderate brief 
backache, headache, or pain in the limb used for 
infusion is to be expected. These symptoms generally 
clear within 30 minutes but the headache may remain 
longer. A generalized feeling of warmth is usually 
noted by the patient. —Arthur H. Keeney, M.D. 


EAR, NOSE, AND SINUSES 


Frontal Flaps Versus Nasolabial Flaps in Rebuilding 
of the Nose (Retalhos frontais versus retalhos naso- 
genianos na substituigéo do estéfo nasal). RoBErt0 
Farina, Ricarpo Baroupi, Decio Mion, and Bev 
JAMIN GotomaNn. Rev. paul. med., 1960, 57: 22. 


THE AUTHORS report their experience with 66 casts 
of collapsed nose. The most common causes wert 
leishmaniasis, leprosy, blastomycosis, and trauma. 
Plastic repair consisted of dissecting and laying bare 
the mucocutaneous underlying structures, and then 
covering them with pedicle flap grafts. The flaps were 
lifted from two regions, either the frontal or the 
nasolabial. The frontal flaps were taken from the 
midforehead and were wider at the top. The flap was 
rotated around 180 degrees and sutured over the 
exposed nasal tegument. It was then separated at a 
subsequent sitting after viability was established. The 
nasolabial flaps were raised from each side and moved 
medially to meet in the midline. Illustrations show the 





authors’ methods. The frontal flaps are uniform and 
provide good covering, are not too thick, and permit 
easy breathing. Disadvantageous is the fact that a 
second operation is necessary to separate the flap. 
Also, a rather large scar remains on the forehead. 
The nasolabial flaps are particularly satisfactory for 
alar loss. They leave scars, however, in the nasolabial 
folds and because of their thickness, they narrow the 
nasal aperture. The authors prefer the frontal flaps. 
Bone, prostheses, and split thickness skin grafts 
have been tried to furnish substance and lining to the 
inside of the nose; however, great secondary contrac- 
tion occurs and the authors do not recommend these 
procedures. — William B. Gallagher, M.D. 


Olfactory Neuroblastoma (Esthesioneuroepithelioma ) 
ofthe Maxillary Sinus. ARTHUR MasHBERG, Kurt H. 
Tuoma, and Epwarp J. WasILewskI. Oral Surg., 1960, 
13: 908. 


THE AUTHORS review the literature concerning ol- 
factory neuroblastoma and present a case in which 
the tumor occurred in the maxillary antrum. Roent- 
genography suggested a diagnosis of osteochondroma, 
the true diagnosis being reached only after biopsy. 
These tumors, which are believed to spread by invasion 
rather than metastasis, may be treated by operation 
or by a combination of operation and radiation. 
—John R. Lindsay, M.D. 


MOUTH AND HYPOPHARYNX 


Oral Smears in the Diagnosis of Carcinoma and Pre- 
malignant Lesions. W. O. Umixer, I. Lampg, R. 
Rapp, and J. J. HintKer. Oral Surg., 1960, 13: 897. 


Tue AUTHORS briefly review the literature concerning 
the cytodiagnosis of malignant and premalignant 
lesions of the oral mucosa by direct smears and enumer- 
ate their findings in 80 cases of clinical carcinoma, in 
52 cases after radiation therapy for malignant lesions, 
and in 45 cases of oral leucoplakia. The oral smear 
diagnosis of 80 untreated carcinomas of the mouth 
and oropharynx was 96.3 per cent accurate. 

Of 23 patients with residual or recurrent carcinoma 
after treatment, smears were positive in 17, 73.9 per 
cent; suggestive of cancer in 4, 17.4 per cent; and 
negative in 2, 8.7 per cent, prior to histologic con- 
firmation. Malignant cells were usually less abundant 
in smears from such neoplasms, and more than one 
smear was sometimes necessary to establish a cytologic 
diagnosis. In several cases a positive smear was the 
first indication of therapeutic failure and antedated 
clinical or histologic diagnosis by weeks or months. 

The cytologic accuracy of posttreatment smears in 
34 patients with no residual neoplasm was 93 per 
cent. In 133 such smears, there were two false posi- 
tives, 1.4 per cent, and eight suggestive smears, 5.6 per 
cent, 

Smears from each of 45 asymptomatic patients with 
clinical leucoplakia revealed increased cornification. 
Nine of these patients also had smears which exhibited 
cellular atypism. Premalignant or early malignant 
changes were demonstrated in each of the four biopsied 
lesions in this group 

Despite the lower accuracy of cytologic diagnosis 
of residual or recurrent carcinoma, the practical 
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value of this technique in the follow-up of treated oral 
and oropharyngeal cancer is considerably greater 
since repeated biopsies are not feasible. Even if they 
were, it is doubtful that the precise biopsy site could 
be selected accurately, whereas oral smears perinit 
the screening of the entire suspect area. This study 
has shown that oral smears are capable of revealing 
therapeutic failures prior to the development of 
clinical evidence and are useful in distinguishing 
between residual healing reaction or radionecrosis 
and carcinoma. 

It has been suggested only recently that oral 
cytology may be useful in the detection of early 
carcinoma or premalignant lesions in asymptomatic 
patients with innocent-appearing lesions, especially 
when they present as ulcers or granulation tissue. The 
cytologic diagnosis of the latter has a sound histologic 
basis, since the malignant cells have free egress and 
can be harvested by gentle abrasion. On the other 
hand, the atypical cells in leucoplakia are in the 
lower strata or are buried beneath thick mantles of 
the keratinous debris which comprises most of the 
material in scrapings from such lesions. Since leuco- 
plakia is probably the most common premalignant 
oral disease, this is a serious obstacle to the successful 
application of this modality to early cancer detection. 
Although the findings in the present pilot study of 
clinical leucoplakia are encouraging, the failure to 
obtain cells from the deep layers of the squamous 
epithelium is disturbing and indicates the need for 
improved methods of abrasion. 

— John R. Lindsay, M.D. 


Conservative Technique for Treatment of Unilateral 
Cleft Lip; Reconstruction of the Midline Tubercle 
of the Vermilion. Victor Spina and OrLaNpo Lopo- 
vict. Brit. F. Plast. Surg., 1960, 13: 110. 


THE MAJORITY of techniques in current use for restor- 
ing the continuity of a unilateral cleft lip involve the 
sacrifice of the Cupid’s bow and the philtrum. The 
popular methods of cleft lip repair such as those of 
Mirault-Blair, Brown and McDowell, Thompson- 
New, and Le Mesurier, besides being rather com- 
plicated, exhibit the characteristic of not sparing these 
normal structures. More recently, Tennison, Marcks, 
Cardoso, Hagerty, Millard, Lemos, and Skoog have 
developed techniques based on the following prin- 
ciples: the presence in the cleft lip of every element 
of the normal lip and the appreciation that the 
philtrum columns of the cleft side are shorter, thus 
causing elevation of the Cupid’s bow on that side. 
These techniques consist of lengthening the short 
philtrum column, preserving all the normal structures, 
and at the same time, overlapping the lines of the 
skin suture, which take the shape of a Z. 

Lemos’ method uses the Thompson-New technique 
but spares the Cupid’s bow by lengthening the result- 
ing line of suture by a Z-plasty. The incisions used 
in the Z-plasty involve all the lip’s anatomic com- 
ponents, namely, mucous membrane, muscle, and 
skin. The authors have modified this by doing the 
Z-plasty on the skin only, suturing the muscle and 
mucosa in the usual anatomic lines. This technique 
was used in 59 cases involving partial clefts, complete 
unilateral clefts, and previously operated lips. Follow- 
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up was carried out in 32 cases from 1 to 18 months. 
Of these, 23 cases showed fairly good results, 4 cases 
had technical faults such as infection and scar disrup- 
tion, and 5 had hypertrophic scars. Because of the 
fact that very little tissue was sacrificed at the time 
of the original operation, these faults were very easy 
to correct. —Carl Schiller, M.D. 


Carcinoma of the Tongue. JosepH E. Hamitron, 
Wreno M. Hatt, and Put J. HARBRECHT. Surgery, 
1960, 48: 385. 


A REVIEW of 39 patients with carcinoma of the tongue 
reveals a striking inverse relation between the size 
of the lesion and the survival rate. Of the 22 patients 
with lesions over 2.5 cm. in size, all but 1 are dead 
of their disease. Of the 17 patients with lesions 2.5 
cm. or less in size, 8 are living, despite 4 of these 
having positive cervical nodes. 

Thirteen of the 39 patients had far advanced, 
incurable disease and 4 others were rejected from the 
statistics because of a concurrent fatal disease or 
refusal of operation. Thus, 22 underwent definitive 
treatment for cure of their disease. Nine of these are 
still alive 2 to 13 years after treatment, a salvage of 
41 per cent. There were 16 definitive cases treated 
predominantly by operation, and 50 per cent of these 
survived. The operative mortality was 0. Of 11 
patients treated predominantly by roentgenotherapy, 
the disease was arrested in 3. Approximately half the 
operations performed were combined operations, 
removing the lesion and the cervical nodes as one 
procedure, and in the other half the neck dissection 
was performed separately. The survival rate was 
virtually the same after each method. Homolateral 
neck dissection was performed routinely, since the 
survival rate is consistently higher after neck dissection 
with microscopic nodal involvement than it is for 
dissection of clinically enlarged nodes. Because of the 
incidence of contralateral node involvement, 11 per 
cent in this series, more consideration is being given 
to primary bilateral neck dissection. 

Possible predisposing factors in these 39 cases 
included leucoplakia in 3 patients, bad oral hygiene 
in 22, and positive serology in 5. Of 32 patients so 
questioned, 31 either smoked or chewed tobacco. 

—Stanley W. Tuell, M.D. 


Results of Treatment of Squamous Cell Carcinoma of 
the Upper Jaw and Antrum. Joun B. Ericu and 
Lyte V. Kracu. Am. F. Surg., 1960, 100: 401. 


A stupy of 174 patients with squamous cell carcinoma 
of the upper jaw and antrum who were treated at the 
Mayo Clinic was undertaken. A 5 year survival rate of 
39.4 per cent was obtained for the patients who were 
traceable. 

Although more patients survived who were treated 
by electrocoagulation alone, these patients had less 
extensive tumors and tumors of lower histologic grade. 
The favorable survival rate obtained in patients with 
the more extensive higher grade lesions treated by a 
program of electrocoagulation or surgical removal 
combined with irradiation therapy led to the con- 
clusion that this probably represents the best treat- 
ment for the majority of patients having squamous cell 
carcinoma of the upper jaw and antrum. 


SALIVARY GLANDS 


Branchial Cysts Within the Parotid Gland. Ei 
HorrMan. Ann. Surg., 1960, 152: 290. 


AnomaA_ts of the first branchial cleft are very unusual, 
It is even rarer to find a report of branchial cys; 
contained within the parotid gland. The author reports 
2 cases of branchial cleft cysts diagnosed as parotid 
tumors, making a total of 14 reported cases. 

The typical microscopic appearance of a branchial 
cyst consists of an inner layer of stratified squamow 
or low columnar epithelium; associated dermal, 
sebaceous, and sweat glands; and hair follicles. There 
is a subepidermal layer of focal lymphocytic infiltra. 
tion and an outer layer of elastic cartilage with o 
without muscle and fibrous tissue. The extent of the 
inflammatory reaction will determine how many of 
the identifying features are not destroyed and are 
thus still visible under the microscope. The 2 patients 
were 17 and 50 years of age, respectively, when they 
first noted the presence of the tumor mass. In both 
cases the preoperative diagnosis was mixed tumor of 
the parotid. —Bernard C. Gerber, M.D. 


NECK 


Tumors of the Neck. Joun E. SKANDALAKIS, STEPHEN 
Gray, Nick C. Taxaxis, Joun T. Gopwin, and 
Davip Henry Poer. Surgery, 1960, 48: 375. 


Or 73,196 suRGICAL PATIENTS admitted in a 5 year 
period, 3,027 or 4.13 per cent had masses in the neck. 
Slightly less than half of these were primary thyroid 
enlargements or tumors. Of the remaining 1,37) 
masses, 77.5 per cent were malignant. Of the malig. 
nant lesions, 84.8 per cent were metastatic from other 
parts of the body. The metastatic lesions had their 
origin from above the clavicle in 769 cases, compared 
to 131 originating below the clavicle. 

Inflammatory masses constituted 6.2 per cent of all 
cervical swellings. All of these were lymph gland 
inflammation or abscesses. 

Congenital masses accounted for 113 neck swellings. 
Thyroglossal duct cysts constituted 72.5 per cent of 
these, and branchial cleft anomalies caused 23 per 
cent. Salivary duct stenosis caused 54 neck swellings. 
Miscellaneous conditions such as esophageal diver- 
ticula, myoceles, and hematomas caused the re- 
maining 27 swellings. 

The age of the patient and the duration of the neck 
mass are important aids in diagnosis. In this series, 
the average age of the patients with neoplastic neck 
masses was 60.9 years; the average age of those with 
inflammatory masses, 13.5 years; and the average age 
of those with congenital lesions, 7.9 years. Inflamma- 
tion caused subjective symptoms within a matter of 
days after onset, and neoplasms after a period of 
months. A “rule of 7” is suggested. Masses of 7 days 
duration are likely to be inflammatory, those of 7 
months’ duration are more likely neoplastic, and 
lesions present for 7 years are more likely congenital. 

Aspiration biopsy is recommended as an initial step 
in diagnosis, for it is easy and safe. Fewer vessels art 
disturbed than in incisional or excisional biopsy. The 
needle track is excised at subsequent operation if in- 
dicated. —Stanley W. Tuell, M.D. 





Treatment of Head and Neck Cancer, Wittiam S. 

MacComs. Am. 7. Roentg., 1960, 84: 589. 

Tue AUTHOR presents a good review of the history of 
roentgenotherapy in the treatment of tumors of the 
head and neck region. He points out that at first 
surgical intervention was the only modality available. 
When radiation became available it presented great 
promise and as a result interest in surgery declined. 
Surgery again received increased interest after World 
War II with the improvements available in anes- 
thesiology, transfusions, and antibiotics. However, im- 
provements in radiation therapy were developed at 
the same time. Most notable were the studies of 
Paterson and Parker of radium dosage, of Coutard 
and Baclesse on fractionation and ultrafractionation, 
and studies on the wide-spread availability of super- 
voltage radiations. More recently serious attempts 
have been made to combine modern radical surgery 
with modern vigorous irradiation in the treatment of 
some head and neck cancers. At the M. D. Anderson 
Hospital in Houston, Texas three large categories 
have been studied: 

1. Tumors primarily treated by radiation therapy 
only. MacComb believes that radiation therapy is the 
treatment of choice for most intraoral squamous cell 
cancers. Primary cancers of the tongue and floor of 
the mouth are treated with interstitial radium. Car- 
cinomas of the buccal mucosa are treated with com- 
bined interstitial radium and external irradiation. 
Carcinomas of the nasopharynx are treated by ex- 
ternal irradiation only as are carcinomas of the soft 
palate, anterior tonsillar pillar, retramolar regions, 
base of the tongue, tonsil, and walls of the pharynx. 
Operation is usually recommended for cervical 
lymphadenopathy. Radiation therapy is the treat- 
ment of choice for cancers of the lateral and posterior 
walls of the hypopharynx and for early cancers of the 
true vocal cord and supraglottic region. 

2. Tumors primarily treated by operation alone. 
These include any cancers of the skin and lip, very 
early lesions of the tongue, floor of mouth and buccal 
mucosa, most lesions of the hard palate and upper 
gum, most lesions of the supraglottic region, and can- 
cers of the cervical esophagus. 

3. Tumors primarily treated by combined roent- 
genotherapy and operation. Preoperative irradiation 
is given in doses of 4,000 to 4,500 r in 7 days to cervical 
lymph node metastases if neck dissection is ‘to be 
delayed because of the irradiation of the primary 
lesion. Bilateral radical neck dissection for cervical 
lymph node metastases has not been found to be as- 
sociated with any serious hazard. Certain precautions 
are advisable, however, and these have been discussed 
by the author. For very advanced lesions in which 
large segments of soft tissue would be sacrificed by a 
primary surgical approach, preoperative roentgeno- 
therapy has been tried. This definitely decreases the 
amount of tissue resected and has decreased deformity. 
This fact offsets the increased morbidity associated 
with preoperative irradiation. Doses do not exceed 
6,000 r. Case histories illustrate a variety of problems. 

This report emphasizes what can be done when 
surgeons and therapeutic radiologists work closely 
together in planning patient care prior to primary 
treatment. — William T. Moss, M.D. 
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Hyperparathyroidism. NorMaN WynpHaM. Med. 7. 

Australia, 1960, 2: 127. 

THE AUTHOR outlines the main features of hyper- 
parathyroidism as exemplified by the 9 cases reported 
upon. The comparative anatomy of the parathyroid 
is interesting, in that the glands have not been found 
in the whale embryo; and in some animals accessory 
parathyroid tissue is present in the thymus. This is 
true in about 50 per cent of cats and may also be true 
in some humans. The author re-emphasizes the need 
to investigate the possibility of hyperparathyroidism 
in all patients with renal calculi. In 20 per cent of 
cases skeletal changes have been present. The most 
important diagnostic tests are still the elevated serum 
calcium and the lowered serum phosphorus. In a 
series reported from the Mayo Clinic, 13 per cent of 
patients had a serum calcium level of less than 11 
mgm. per cent and 54 per cent of less than 12 mgm. 
per cent. Usually the daily urinary output of calcium 
on a calcium free diet is over 200 mgm. Elevation of 
the alkaline phosphatase may be of help in indicating 
the activity of the osteoclast. However, this value may 
be elevated in many other diseases. 

It is of interest that the skeletal deformities due to 
decalcification and muscle hypotonia have been mis- 
taken for osteoarthritis or rheumatoid arthritis. The 
author believes that mediastinal dissection should be 
included in the primary operation if an adenoma is 
not found, although it is clearly indicated by the 
clinical and biochemical data. Postoperative tetany is 
most likely to occur in patients with severely decal- 
cified skeletons and may be treated by intravenous 
administration of calcium salts. 

—Alan Thal, M.D. 


Thyroid Cancer (Cancer thyroidien). B. Y. Yovano- 
virco. Lyon chir., 1960, 56: 509. 


TueEsE 63 cases of thyroid cancer, observed on the 
author’s service at Belgrade, Serbia, comprise 4.1 per 
cent of the 1,505 thyroidectomies performed there 
during the past 22 years. 

In 46 of these 63 patients the goiter had been pre- 
viously removed. Furthermore, 24 of these cancers com- 
prised 8.5 per cent of 280 instances of solitary adenomas; 
12 comprised 3.1 per cent of 388 instances of multiple 
adenomas; and 10 represented 4 per cent of 270 diffuse 
goiters. 

Ten of the author’s patients were less than 25 years 
of age; the age extremes were 13 and 60 years, with 
an average of 39 years. These figures do not corre- 
spond with the general conception of the maximum 
age of frequency for thyroid cancer. 

The histologic type of these thyroid cancers appear- 
ed in the author’s studies to have no bearing on the de- 
gree of malignancy of the neoplasm. 

With reference to treatment, the author stresses 
the difficulty or impossibility of making an early clini- 
cal diagnosis of thyroid cancer. He believes that every 
augmentation in size of the thyroid gland should be 
regarded as suspicious of malignant neoplasm until 
otherwise proved; and he believes that proof can be 
furnished only by surgical extirpation and histologic 
examination of the removed tissues. In one quarter 
of the author’s patients a nodule of cancer in the oppo- 
site lobe to the one removed, a nodule which was re- 
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moved at subsequent operation, was apparently 
missed by the palpating finger, and in one third the 
cervical ganglia, which were found evidently involved 
at operation, had escaped the palpating finger of the 
clinician. 

Finally, with reference to the matter of survival 
according to the type of operation performed, it was 
found that 13 lobectomies procured 4 survivals for 5 
or more years; 17 subtotal thyroidectomies gave 4 
such survivals; 11 total thyroidectomies gave 5 sur- 
vivals; 13 thyroidectomies with unilateral ganglionec- 
tomy resulted in 5 survivals; and 1 survival followed 
total thyroidectomy combined with bilateral gangli- 
onectomy in 4 cases. From these results the author 
concludes that total thyroidectomy combined with 
ganglionectomy should be considered the method of 
choice, resulting in 9 survivals in 13 cases, and that it 
should be resorted to in every instance of thyroid 
cancer, no matter what may be its stage of evolution 
or its histologic structure.— John W. Brennan, M.D. 


Solid Large-Cell Carcinoma of the Thyroid. V. E. 
Cuesxy, C, A. HELLwic, and J. W. WeEtcu. 7. Clin. 
Endocr., 1960, 20: 1280. 


AmonG 206 carcinomas of the thyroid, 10 cases of 
large cell carcinoma were observed. This type of 
malignant goiter has been described previously in 
Switzerland but it is not mentioned in the American 
literature. It is composed of very large cells but it does 
not present the pleomorphism seen in giant cell car- 
cinoma and it is much less malignant. In the 10 cases 
discussed 1 patient with tumor was studied by biopsy 
and treated with deep roentgen ray therapy, 1 was 
treated by bilateral subtotal thyroidectomy, and 8 by 


lobectomy. In no instance was radical neck dissection 

performed; neither was isotope therapy used. The 5 

year survival rate in this series was 33 per cent. 
—C. Thomas Fitts, M.D. 


The Place of Total Thyroidectomy in Surgery for 
Thyroid Carcinoma. M. A. Biock, R. C. Horn, and 
B. E. Brusn. Arch. Surg., 1960, 81: 236. 


IN THE AUTHORS’ EXPERIENCE, the over-all frequency 
of multicentricity in carcinoma of the thyroid is at 
least 13 per cent. In a group of total or near total 
thyroidectomies, the figure was found to be at least 
23 per cent. These figures probably represent the 
minimal expression of the true incidence of this fea- 
ture. 

The occurrence of multicentricity appears to justify 
total or near total thyroidectomy for most patients 
undergoing surgery to cure thyroid carcinoma. Evi- 
dence suggests that this is especially true for patients 
under age 21. 

An anatomic dissection is required in performing 
total thyroidectomy to preserve parathyroid tissue on 
one side of the neck. If parathyroid tissue is not iden- 
tified and preserved on the side of the neck opposite 
the primary or predominant lesion, it is usually pref- 
erable to leave a remnant of thyroid tissue in the 
region of the normal location of the parathyroid 
glands on the same side of the neck. In a few patients, 
curative operation requires sacrifice of all para- 
thyroid tissue because of extensive bilateral carcinoma. 

It is possible surgically to remove all thyroid tissue 
from the neck. The most likely location for residual 
thyroid tissue is in the midline of the neck in the region 
of the pyramidal lobe. —7ohn 7. Maloney, M.D. 
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CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 


Experiences with Acrylic Plastic for Cranioplasties. 
Paut J. Ross and FRANKLIN JELSMA. Am. Surgeon, 1960, 
26: 519. 


A TECHNIQUE for single stage cranioplasty with an 
acrylic plate was used in 30 patients to repair bony 
defects which occurred after surgical resections of 
various lesions or after trauma. In 12 patients the 
cranioplasty was part of the primary operation; in 18 
the cranioplasty was delayed. The acrylic resin is 
mixed from a powder and a liquid and as it hardens 
itis molded into a plate of thickness equal to the depth 
of the defect. The final molding occurs in the defect, 
assuring perfect fit and suitable overlap. Trimming, 
beveling, and smoothing of rough edges precede 
fixation into the skull. The entire procedure takes less 
than half an hour. 

There were no infections. A satisfactory result was 
achieved in 29 cases. One poor fit resulted from bulging 
of the brain of a child during anesthesia, giving a 
false contour. Thereafter, when ether anesthesia was 
used, lumbar puncture removed enough spinal fluid 
to flatten the brain. —Leonard D. Rosenman, M.D. 


The Normal Brachial Cerebral Angiogram. RoBERT 
A. Kuun. Am. 7. Roentg., 1960, 84: 78. 


THE NEED for better visualization of the more proxi- 
mal portion of the carotid and vertebral arteries is 
certainly becoming more important and bilateral 
carotid arteriography does not answer this problem 
or need. Brachial cerebral angiography results in ex- 
cellent visualization of the entire right cervical-cere- 
bral vascular complex. The author has used this 
method in more than 200 cases without any sequelae 
or complications of any kind. The value of the brachial 
method of injection is that it (1) reliably fills two- 
thirds of the cerebral circulation, from its sources to 
collecting veins, (2) eliminates local trauma from the 
usual percutaneous puncture, and (3) it is possible to 
accurately and comfortably position the patient at 
the time the roentgenograms are made. 

Operation is performed in the x-ray department 
under local anesthesia with premedication for relax- 
ation. An incision is made along the bicipital groove 
in the upper part of the arm. The intramuscular sep- 
tum is identified and split, after which the median 
nerve is carefully dislodged but only sufficiently to 
isolate the brachial artery. Distal blood flow is oc- 
cluded by tightening the tape and a nick is made in 
the artery parallel to its long axis. Under direct 
vision, a 12 gauge cannula 8 cm. in length with a solid 
blunt stylet is inserted into the artery in the direction 
of the heart. A stopcock is situated midway along the 
cannula, and the stylet is tapered so that after it has 
been partially withdrawn the cock can be closed and 
the withdrawal completed without blood loss. A test 
dose of 1 c.c. of hypaque is given but to date no reac- 
tion has occurred and this is to be deleted in the future. 
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It is important to use a thin-walled syringe with finger 
grips which enables the one who performs the angiog- 
raphy to inject the 30 c.c. of 50 per cent hypaque in a 
single bolus within less than 1 second. 

Although there have been no serious sequelae, it is 
mentioned that the radial pulse may be weak or un- 
obtainable for several days after the procedure. 

The anatomy of the more important cervical and 
upper thoracic vessels is described, including the many 
variations possible. —Jack I. Woolf, M.D. 


Some Remarks on Encephalography. Evert Kruyrr. 
Am. F. Roentg., 1960, 84: 38. 


THE AUTHOR describes the procedure of partial 
pneumoencephalography. Care is taken that the 
examination is roentgenographically guided so that 
everything is visualized step by step. Lumbar punc- 
ture is preferred to suboccipital puncture. Small 
quantities of air are instilled and, at the most, only 
one-quarter of this volume of cerebrospinal fluid is re- 
moved. The advantages are that the postencephalo- 
graphic headache is much less severe and the patient’s 
recovery is very rapid. It is best when injecting air to 
be sure of the position of the cerebellar tonsils and to 
be sure that the ventricles are filled with 15 to 25 c.c. 
of air before any cerebrospinal fluid is withdrawn. 
Only the first 1 to 1.5 c.c. of spinal fluid is used for the 
cell count since insufflation of air will at times increase 
the number of cells. Slow insufflation of air causes the 
least number of subjective complaints and from 1 to 3 
c.c. of air per minute may be instilled safely. Filling of 
the cisterns is always clearly indicated by complaints. 
Room air is suctioned through a sterile gauze and 
used for insufflation. This makes it possible to take a 
24 hour encephalogram if necessary. Initially, the 
head is kept in slight flexion so that air will pass into 
the fourth ventricle and then into the ventricular sys- 
tem. Filling should be checked on the first roentgeno- 
grams before the head is brought back into extension. 
The importance of filling all the cisterns is stressed as 
is the procedure for filling the temporal horns. 
Pneumoencephalography is contraindicated in 
acute, active, recent vascular processes and in aneu- 
rysms of the circle of Willis. The method of small air 
insufflation without removal of spinal fluid can be 
used in the presence of increased pressure and threat- 
ening herniation because it clearly defines the ana- 
tomic relationships in the posterior sulci. A space- 
occupying process need not cause displacement over 
the midline; the expansion may have taken place at 
the expense of sulci and cisterns. Extrapontine and 
intrapontine lesions are especially suitable for detec- 
tion by encephalography. Lesions in the area of the 
chiasm entail complete ventricular and cisternal fill- 
ing with air in order to properly delineate the lesion. 
Also, for lesions in this area encephalography should 
be combined with arteriography since an abnormality 
visualized on an encephalogram may be caused by a 
large aneurysm. Some typical encephalograms are 
shown in the article. — Morris Sanders, M.D. 
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Roentgenologic Study of Choroid Plexus Papillomas 
in Childhood. Francis D. L. Crorron and DonaALp 
D. Matson. Am. J. Roentg., 1960, 84: 479. 

ALTHOUGH RELATIVELY RARE, papillomas of the cho- 
roid plexus are benign lesions capable of total excision 
and satisfactory cure, and it is therefore essential that 
the diagnostic features of the lesion be kept in mind 
so that the diagnosis can be made before irreversible 
brain damage has occurred. The clinical manifesta- 
tions are few and nonspecific, but the roentgenologic 
features are characteristic and have been present 
uniformly in the series of 16 cases reported in this 
article. An additional 67 cases previously reported in 
the literature are reviewed. 

Of the 16 patients reporteu, the ages ranged from 
5 weeks to 8 years; however, all but 1 were less than 
3 years old. The tumors may occur in any ventricle 
but are most common in the lateral ventricle. 

All but 1 patient showed unequivocal evidence of 
increased intracranial pressure on plain roentgeno- 
grams of the skull as evidenced by: (1) enlargement 
of the cranial vault, (2) separation of sutures, and 
(3) thinning of the calvaria. In only 1 patient was 
there abnormality in the sella turcica. In the 1 patient 
with hydrocephalus the vault appeared slightly smaller 
than average. Calcification was present microscopi- 
cally in 1 case, but not demonstrable roentgenograph- 
ically in any of the 16 cases. Two children whose 
cases were previously reported have shown calcifica- 
tion at the site of hemorrhages. 

Hydrocephalus may be either communicating or 
obstructive in type, but the majority of cases are 
communicating. The large lobulated intraventricular 
tumors can be outlined by air if the ventricles are 
sufficiently filled. The partial filling method may 
result in overlooking an intraventricular mass. The 
presence of communicating hydrocephalus and xantho- 
chromic ventricular fluid, particularly with very high 
cervicospinal fluid protein, is an indication for com- 
plete filling. 

The hydrocephalus may be on the basis of overpro- 
duction of fluid by the tumor or on the basis of 
obstruction. Although the tumors are most common 
in the atrium of the lateral ventricle, they may occur 
anteriorly and obstruct at the foramen of Monroe or 
they may obstruct in the third or fourth ventricle. If 
the fourth vertricle is dilated, the site of obstruction 
is at the outlet of this ventricle. 

Of the 15 patients who were operated upon, 11 
survived. Four of them are mentally retarded and 7 
are developing normally. 

—Lois Cowan Collins, M.D. 


A Review of Ophthalmodynamometry. Hampson A. 
SisLER. Am. 7. Ophth., 1960, 50: 419. 


IN OPHTHALMODYNAMOMETRY external pressure is ap- 
plied to the eye while the retinal vessels are observed 
ophthalmoscopically. It is used in the diagnosis of 
early rise of intracranial pressure before elevation of 
subarachnoid pressure or the onset of papilledema; in 
the diagnosis of basilar artery insufficiency, in which 
case the internal carotid artery is forced to deliver the 
entire intracranial blood supply; and in that of pulse- 
less disease (Takayasu’s disease), carotid insufficiency, 
either unilateral or bilateral, and amaurosis fugax, 


each of which shows low diastolic pressure relative to 
the brachial diastolic pressure. The diagnosis of 
hemicranial conditions, in which a difference be. 
tween the two sides rather than an absolute bilaterally 
equal deviation is the basis for diagnosis, is still the 
most reliable use of the instrument. 

For a retinal vessel to remain inflated, its internal 
pressure must be at least equal to the external pressure 
(intraocular pressure) exerted to collapse it. As long 
as the pressure within the retinal arterioles is higher 
than the intraocular pressure during all phases of the 
cardiac cycle, pulsations will be imperceptible; if the 
intravascular pressure falls below the intraocular pres- 
sure during any phase of the cardiac cycle, the vessel 
so involved will collapse partially or even completely 
and in the latter event will be seen ophthalmoscopi- 
cally to pulsate through the full amplitude of its 
diameter, for its blood content will momentarily 
disappear completely. 

Arterial diastole will fall below intraocular pressure 
if it is pathologically low, as in aortic insufficiency, or 
if the intraocular pressure is pathologically high, as in 
glaucoma. Hence, the presence of perceptibly pul- 
sating arterioles (full collapse followed by full inflation 
with blood) in the fundus of the eye always indicates a 
pathologic condition either of the eye itself or of the 
cardiovascular system. 

A difference in diastolic pressure between the two 
eyes of 5 mm. Hg is significant if diastolic pressures lie 
above 45 mm. Hg. The diastolic pressure should not 
be more than 50 per cent of the brachial diastolic 
pressure. Systolic pressure readings have been found 
to be much more variable and, therefore, of less diag- 
nostic significance. 

Ophthalmodynamometry is also used in conjunc- 
tion with operation for cerebral aneurysm to deter- 
mine the extent of common carotid ligation con- 
sidered safe in a given case and to determine, post- 
operatively, the need for subsequent ligation of the 
internal carotid. — joshua Kuckerman, M.D. 


Exposure of Middle Cerebral Aneurysm After the 
Use of Urea. NuRHAN Avan and Robert G. FIsHER. 
Surgery, 1960, 48: 491. 


THE AUTHORS recommend a “new” operative approach 
to middle cerebral aneurysms. The patient is operated 
upon under general anesthesia after having received 
urea intravenously to reduce brain size and aid in ex- 
posure. The carotid artery is exposed through an 
opening in the sphenoid ridge. The bifurcation of the 
carotid is then exposed and the middle cerebral artery 
followed laterally until the aneurysm is visualized. 
The lesion is then clipped or wrapped in muscle. 

The authors believe that this approach in contrast 
to one in which the lips of the Sylvian fissure are 
opened will lead to less postoperative neurologic de- 
fects and reduce the incidence of seizures. They sug- 
gest that the addition of hypothermia will make 
exposure of the aneurysm even easier. 

— Joseph Ransohoff, M.D. 


The Carotid Sinus Syndrome. E. C. Hutcutnson and 
J. P. P. Sroox. Lancet, Lond., 1960, 2: 445. 


THE CAROTID SINUS SYNDROME may be defined as the 
occurrence of symptoms precipitated by a hypersens!- 





tive carotid sinus reflex. This diagnosis is permissible 
only if external stimulation of the affected sinus exactly 
reproduces, in whole or in part, the spontaneous 
symptoms of which the patient complains. The 
method for stimulating the carotid sinus is described. 
It is essential that the patient be recumbent and the 
head turned slightly to the opposite side. The reflex 
is elicited by simple massage of the sinus in such a 
way as to avoid obstructing the carotid blood flow. 
Simultaneous auscultation of the heart is essential. 
All of the 16 patients studied were male and their 
ages ranged from 48 to 82 years. The right sinus was 
affected in 14 and the left in 2. 

The main presenting complaints were vertigo, 
syncopal attacks with convulsions in 2 cases, focal 
attacks, and mental changes. When attacks were in- 
duced by the method described, the 16 cases could be 
classified into three groups according to the mecha- 
nism of cardiac slowing: (1) ventricular standstill or 
asystole lasting 3 seconds or more in 5 cases, (2) sinus 
bradycardia, and (3) auricular standstill. 

Medical treatment consists of giving anticholinergic 
sympathomimetic drugs so as to block the reflex. The 
authors have found that belladonna has been the most 
useful drug. In the more severe cases, the most satis- 
factory form of treatment is surgical denervation of 
the affected sinus, and this was advised in 8 of their 
16 cases. 

The authors comment that in order for cerebral 
symptoms to develop due to carotid sinus stimulation 
there must be associated arteriosclerotic changes of 
the vessels supplying the brain. Therefore, when a 
middle-aged or elderly patient presents with symptoms 
which are consistent with attacks of cerebral ischemia, 
local or general, the diagnosis of carotid sinus syn- 
drome should be considered. It can readily be con- 
firmed at the bedside by reproducing a typical attack 
with carotid sinus stimulation. 

— Morris Sanders, M.D. 


Extradural Hematoma. Wyte MoKussoox, JuLien C. 
TayLor, WiituiamM H. Bioom, and KENNETH TILL, 
Lancet, Lond., 1960, 2: 167. 


THIs ARTICLE is based upon a study of 125 patients 
with traumatic extradural hemorrhages who were 
treated at St. George’s Hospital, The Hospital for 
Sick Children, and The National Hospital in London, 
England. The cases were divided into five groups 
starting with group 1 which consisted of those pa- 
tients without any loss of consciousness at any time 
and ending with group 5 which consisted of patients 
who were deeply comatose from the onset of their in- 
jury without ever regaining consciousness at any time. 
There was an over-all mortality rate of 27 per cent 
with a surgical mortality of 23 per cent. These figures 
compared very favorably with previous studies. As to 
be expected, however, patients with the more severe 
brain injuries, specifically those patients who were in 
coma, had a much greater mortality rate than those 
patients in better condition. 

Roentgenograms of the skull obtained in 96 of the 
patients revealed a fracture in almost 90 per cent of 
the cases. Some of the cases were of such urgency that 
operation was performed without roentgenography. 
Satisfactory visualization of the pineal body was pre- 
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sent in only 11 cases and it is important to note that 
in 3 of these the pineal body was not displaced. In 
each of these 3 cases, the hematoma was in the tem- 
poral area. Ventriculography was carried out only in 
those cases in which exploratory burr holes were 
negative. Carotid angiography was rarely performed. 

The operation was rather routine in that burr holes 
were made over the temporal regions and when the 
hematoma was found the hole was enlarged to permit 
evacuation of the hematoma. The dura was usually 
sutured to the overlying muscle. In most cases, a small 
incision was made in the dura since it is recognized 
that there may be a concomitant subdural hematoma. 
A subdural hematoma was found in 12 cases and was 
ipsilateral to the epidural hematoma in 8, contra- 
lateral in 2, and bilateral in 2 cases. There were 2 
intracerebral hematomas and both of these were in 
the temporal lobe. 

The location of the hematoma was of importance. 
Eighty-three per cent were in the temporal region; 
however, there were 9 in the frontal area, 11 in the 
parietal area, 3 were bilateral, and 5 were in the pos- 
terior fossa. 

The extradural hematomas in children were of in- 
terest in that 67 per cent of the children did not sus- 
tain an initial loss of consciousness, whereas this is the 
commoner thing in adults. Also, the evolution or 
progression of symptoms was somewhat slower in 
children than in adults, the percentage of associated 
skull fractures was somewhat less, and vomiting was 
more frequent. 

The prime factor in such a report is the appraisal of 
therapy. Errors in management consisted largely of 
missing the hematoma when it was in an abnormal 
location and, of course, this pointed out the value of 
ventriculography or angiography if burr holes were 
negative. — Jack I. Woolf, M.D. 


Vascular Pseudotumors of the Cerebellopontine An- 
gle (Pseudo-tumeurs vasculaires de langle ponto- 
cérébelleux). J. Lz Beau and S. Daum. Sem. hép. Paris, 
1960, 36: 1839. 


THE MOST FREQUENT VASCULAR MALFORMATION of the 
posterior cranial fossa is the arterial aneurysm. The 
aneurysm usually involves the trunk of the basilar 
artery or the vertebral artery contiguous to its point 
of entry into the basilar trunk. The authors report the 
case of a 60 year old man with marked arterial hyper- 
tension and generalized arteriosclerosis who presented 
with a cerebellopontine syndrome that could not be 
distinguished with certainty from the more frequently 
encountered angioreticuloma or hemangioblastoma, 
or from the rarely encountered arteriovenous angioma. 

At operation a tumor mass could be partially ex- 
posed and was thought to be an aneurysm of the 
basilar artery. Since, in the authors’ experience, oper- 
ation for aneurysm in the region of the cerebello- 
pontine angle has always terminated in the death of 
the patient, no further intervention was attempted. 
The patient’s blood pressure rose markedly and he 
died the following morning. At autopsy a fusiform 
aneurysm of the vertebral artery and the basilar trunk 
was noted. 

Thus the authors believe that, despite the known 
dangers of vertebral angiography, it should always 
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be resorted to in all instances in which the diagnosis 
of tumor of the acoustic nerve is at all in doubt. 
— John W. Brennan, M.D. 


Suboccipital Fistula or Tumor Associated with 
Intracranial Dermoid. Huco ANpERsson and Bo 
Ho.mstrOéM. Acta chir. scand., 1960, 119: 209. 


THE AUTHORS review their experience in the treatment 
of four dermoids or epidermoids combined with a fis- 
tula in the skin in the suboccipital area. The authors 
point out that these lesions tend to become infected 
and that superficial nondefinitive operation increases 
the risk of this complication. 

They conclude therefore that all patients with 
tumors or fistulating ulcers of the occipital region in 
the middle line should be subjected to roentgen 
examination of the cranium with special projections, 
for in cases of intracranial growth the roentgenographic 
picture is characteristic. Often there are signs of 
elevated intracranial pressure. Obscure meningitis 
due to Escherichia coli should lead to examination of 
the occipital region, although sometimes a fistular 
opening eludes detection until the hair has been 
shaved off. 

Epidermoids and dermoids tend to become infected. 
This danger the authors believe is increased by 
surgical intervention on their extracranial portions. 
The surgical risk in excision of thé intracranial parts 
will therefore be greater in patients who have under- 
gone such extracranial operations. 


— Joseph Ransohoff, M.D. 


The Effect of Cortisone on Experimental Cerebral 

dema. Rosert G. Lippert, HENDRIK J. SvIEN, JOHN 

H. Grinptay, Norman P. GoLpsTEIn, and CLIFFORD 
F. Gastineau. 7. Neurosurg., 1960, 17: 583. 


A sTuDY was made of the effect of cortisone on cere- 
bral edema produced by the subcortical implantation 
of psyllium seeds in dogs. Five or 25 per cent of 20 
control dogs and three or 12 per cent of 26 dogs treated 
with cortisone died; eight, 40 per cent, of the 20 dogs 
used as controls and 5, 19 per cent, of the 26 treated 
dogs became ill. In addition to an apparent improve- 
ment in morbidity and mortality, the severity of the 
edema and the difference in diameter between edema- 
tous and normal hemispheres appeared to be less 
in the treated group of animals. A not alarming rise in 
the pressure of tne cerebrospinal fluid occurred after 
the administration of cortisone. Infection and wound 
healing were not appreciably affected. These experi- 
mental results together with the literature on experience 
in human beings are thought to support a cautious 
clinical trial of cortisone preparations in the manage- 
ment of cerebral edema. 


The Role of Cerebral Edema in Ischemic Cerebral 
Neuropathy After Cardiac Arrest in Dogs and 
Monkeys and Its Treatment with Hypertonic Urea. 
Harry A. Kaupp, Jr., Ropert E. Lazarus, NICHOLAS 
WETZEL, and Tuomas E. Starzv. Surgery, 1960, 48: 
404. 


THE AUTHORS have made a critical experimental 
evaluation in dogs and monkeys of both hypothermia 
and hypertonic urea as adjuncts to postoperative 
treatment for patients who have been resuscitated 


from cardiac arrest. These treatments are believed to 
be of value in that there is a reduction in brain 
volume at the lower temperature and as a result of the 
hypertonic solution. 

In the present study, simulated cardiac arrest was 
produced with an inflow-outflow occlusion technique 
that did not include the azygos flow which supplied 
blood to the heart and which was maintained during 
the period of complete cerebral ischemia. Under 
optimum conditions almost all dogs and monkeys will 
recover completely after 12 minutes of cardiac arrest, 
but with longer occlusions death or serious neurologic 
morbidity occurs. 

In the present studies, animals treated with hyper- 
tonic urea did not have autopsy evidence of brain 
swelling and those not treated had clearly demonstrable 
evidence of cerebral edema. In spite of this successful 
treatment of cerebral edema, there was no material 
reduction in the mortality rate nor neurologic dis- 
ability in the treated animal. From these facts it is 
concluded that cerebral edema is an overemphasized 
factor in the postcardiac arrest neurologic syndrome 
and that any benefits accruing from the use of hypo- 
thermia are due largely to other factors. 

—Lloyd D. MacLean, M.D. 


Posttraumatic Obstruction of the Aqueduct of Sylvius 
and Postdecompression Cerebral Edema Treated 
by Ventriculostomy. RicHARD Forp and Epwarp 
L. Spatz. N. England 7. M., 1960, 263: 263. 


THE AUTHORS stress the importance of looking for an 
obstructive hydrocephalus whenever there is a sub- 
stantial unilateral expanding lesion. Even after an 
interval hematoma is removed, there is frequently 
either a postcompression edema or a persistent hip- 
pocampal herniation with secondary aqueduct occlu- 
sion and hydrocephalus. In such cases it is most 
important to decompress the lateral ventricles by 
ventricular drainage. 

Ventriculostomy is usually carried out through a 
contralateral frontal burr hole. A small No. 8 French 
rubber catheter is inserted into the frontal horn of the 
ventricle and sutured to the skin edge. In a modifica- 
tion of the method a No. 0.045 Kirschner wire is used 
as a Stylet in the catheter. The indwelling catheter is 
attached toasterile collecting system for about 72 hours. 
This provides means for a small air study after opera- 
tion if it is indicated. — Jack I. Woolf, M.D. 


Hormones in the Treatment of Acute Inj of the 
Central Nervous System (Endokrine Sto wechsel- 
drosselung in der Behandlung akuter zentraler 
Stoerungen). W. SEEGER and G. ScHULTHEIss. ZOl. 
Chir., Leipzig, 1960, 85: 1146. 


THE AuTHORS have treated 17 patients with cranio- 
cerebral and high cervical cord injuries with large 
doses of iodine and desoxycorticosterone in addition 
to other measures such as tracheostomy and hypother- 
mia. Of 14 decerebrate patients, one-half survived, 
with neurologic deficits ranging from mild to severe. 
Three patients with quadriparesis from cervical cord 
injuries had considerable recovery of function. The 
authors believe the addition of the iodine and des- 
oxycorticosterone to the other measures influenced 
the results favorably. —Sanford Larson, M.D. 





CRANIAL NERVES 


Glossopharyngeal Neuralgia (Zur Diagnostik und 
Therapie der Glossopharyngikus-Nei'* xIgie). W. Us- 
peck and W. JAniscu. Zbl. Chir., Leipzig, 1960, 85: 
1091. 


Tue symptoms of glossopharyngeal neuralgia are 
described and 3 case reports are presented. These 
patients were given “lepitoin,” an anticonvulsant 
medication. All 3 experienced relief of symptoms. Re- 
lief of symptoms has been maintained in 1 patient 
for 2 years and in a second patieni for 5 months. The 
third patient had recurrence of symptoms, and an 
intracranial section of the ninth nerve was necessary 
to relieve the pain. —Sanford Larson, M.D. 


PERIPHERAL NERVES 


Volkmann’s Ischemia (L’ischémie de Volkmann). H. J. 
Sepvon. Rev. chir. orthop., Par., 1960, 46: 149. 


Seppon of London, England states that the modern 
treatment of severe Volkmann’s ischemia is based 
upon excision of infarcted muscle followed by indicated 
reconstructive surgery: tendon transplant and/or 
nerve repair. He prefers the term ischemia to the older 
ones of contraction (the long flexors) and paralysis 
(loss of motor innervation); ischemia connotes either 
long flexor contraction without significant loss of 
strength, median or ulnar nerve palsy with wasting of 
muscle, or a combination of the two. He reports 34 of 
his cases; in the majority the ischemia was consequent 
upon supracondylar fracture, in the others it followed 
a variety of fractures or wounds above or below the 
elbow joint. 

The author distinguishes three principal groups of 
Volkmann’s ischemia in the forearm according to the 
severity of the damage, each of which requires its own 
particular treatment plan. These groups are (1) ex- 
tensive but mild to moderate ischemia, (2) localized 
but severe ischemia, and (3) total destruction and 
paralysis. 

The first type, found in 8 of the 34 cases, comprises 
mild but sometimes extensive involvement of the 
flexor muscles. In the course of 3 to 6 months, all the 
muscles regain a useful degree of contractility. In this 
type of ischemia ulnar or median nerve palsy may be 
present at first, but spontaneous recovery is almost in- 
variable. In spite of corrective measures contracture 
often develops. The best surgical measure, in Seddon’s 
experience, for dealing with the ultimate contracture 
is an extensive muscle slide of the flexors, though some 
degree of relapse is not uncommon with any of the 
various operations reported in the literature. The 
cause for the relapse is not clear at this time. 

The second type, found in 4 cases, is one in which 
there is localized but severe ischemia with paralysis of 
the involved muscles, principally the deep flexors, and 
the flexor pollicis longus and the flexor profundus 
digitorum, the superficial muscles escaping almost 
completely; the medial and ulnar nerve lesions are 
moderate and usually heal spontaneously. If after 4 to 
6 months it is found that no recovery of function has 
occurred in the involved muscles, the treatment of 
choice is their excision and lengthening of the viable 
muscles before they retract; tendon transplant is sel- 
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dom necessary. The technique is minutely described. 
Operation on nerves is seldom indicated. 

The third and most severe type, found in 22 cases, 
consists of total or nearly total destruction of the 
flexor muscles and often appreciable involvement of 
the deep extensors as well. If, after a lapse of 6 
months, no appreciable return of function has taken 
place, total excision of the ischemic muscles—with the 
exception of the flexor carpi ulnaris—is performed, 
especial care being taken to preserve the ulnar artery 
since this may be the sole arterial blood supply to the 
hand, together with lengthening or transplantation of 
those muscles which are contracted but functional. 
Nerve involvement is invariable and the median nerve 
especially is so severely damaged that repair of it is 
necessary; the ulnar nerve up to the periphery of the 
ischemia at times will regenerate spontaneously. A 
variety of nerve operations has been described. The 
one that seems most promising, and is illustrated 
diagramatically in the text, consists of two grafts from 
the ulnar nerve if both nerves are hopelessly ischemic, 
one graft being used to bridge the gap in the median 
to the distal part of the ulnar. When there is evidence 
that the ulnar nerve is conducting or likely to do so, 
the graft for repair of the median is taken from the 
median nerve itself, the motor half of it from the 
point of bifurcation in the upper third of the forearm 
extending up to the lower quarter of the arm. Sensory 
return and motor function are more likely to improve 
in children than in adults.—Edwin 7. Pulaski, M.D. 


Ulnar Palsy (Die Ulnarislaechmungen). M. Mumen- 
THALER. Schweiz. med. Wschr., 1960, 90: 815. 


Tuis 1s a report of 314 cases of ulnar palsy not directly 
caused by trauma. The cause was established in 290 
cases. The elbow was the site of the lesion in 256 pa- 
tients and the hand in the other 34. 

The major etiologic factors are discussed, together 
with the symptoms, findings, treatment, and results. 

In 4 patients the neuropathy was ascribed to an 
anomalous supracondylar process of the humerus. 
Excision of this was not effective. 

Forty-three patients had late ulnar palsy after 
fracture of the elbow. Transplantation of the ulnar 
nerve is recommended here. The same procedure is 
also advocated for late posttraumatic paralysis with- 
out fracture. Twenty-seven patients were included in 
this category. 

Thirty patients had ulnar palsy associated with 
arthropathies of the elbow and most of these were 
by ulnar transplant. 

Most of the 28 patients with posttraumatic ulnar 
palsy appearing shortly after injury recovered spon- 
taneously, as did 44 of the bedfast patients who de- 
veloped the syndrome. 

Anterior transplantation of the ulnar nerve is 
recommended for the following: (1) delayed ulnar 
palsy after fracture; (2) late delayed palsy after 
trauma without fracture; (3) paresis associated with 
arthropathies of the elbow joint; and (4) subluxating 
ulnar nerves. 

Nonsurgical treatment is advised for ulnar palsy 
that (1) appears shortly after injury, (2) occurs in 
bed ridden patients, or (3) results from pressure and 
excessive use of the elbow. 
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Almost all of the patients with ulnar neuropathy 
after injury to the hand recovered spontaneously. 
—Sanford Larson, M.D. 


Repair of Digital Nerves in Lacerations of the Hand 
and the Fingers. Micuaget L. Lewin. Clin. Orihop., 
1960, No. 16, p. 227. 


LaceErRATIoNs of the palm and the digits are among 
the injuries occurring most frequently in industry and 
in the home. In the distal part of the palm and over 
the digits, the digital nerves are located superficially; 
thus, they are easily severed in injuries that may ap- 
pear to be insignificant. 

Often, digital nerve injuries are overlooked or left 
unattended at the time of the injury. The sensory loss 
is not apparent unless the patient mentions it or the 
surgeon looks for it. Many misconceptions of digital 
nerve injury still prevail, for example, that the result- 
ant disability is inconsequential, sensation returns 
spontaneously, or the nerves are too small to be 
sutured. That this disability is a serious one can be 
demonstrated readily by functional tests in which the 
patient picks up and recognizes small objects, sews, 
ties a knot, winds a watch, or buttons a shirt. 

The diagnosis can be made easily by testing the 
fingers with a light pinprick and by questioning the 
patient. Pressing or squeezing the finger is not a valid 
test, since such impulses may be transmitted in the 
absence of cutaneous sensation. 

It is always preferable to suture a severed digital 
nerve during repair of an acute laceration, although 
this can be performed as a delayed, elective pro- 
cedure. In lacerations, the nerve usually is divided 


without loss of substance; and, since the divided frag. 
ments do not retract as tendons do, they can usually 
be found close to the point of injury. 

In the secondary repair, the elective incisions 
usually are midlateral on the finger or parallel to the 
creases in the palm. When the severed nerve is em- 
bedded in scar tissue, the proximal and the distal 
fragments are exposed where they are normal in ap. 
pearance and in location. Then they are dissected 
toward the site of the injury. The neuroma and the 
scarred ends are trimmed until normal nerve bundles 
can be visualized. Usually it is necessary to mobilize 
the nerve fragments sufficiently to overcome the gap. 
Gentle traction can help overcome such small gaps so 
that the severed ends lie in approximation before the 
suture is undertaken. 

Loss of nerve substance rarely occurs in lacerations, 
When there is a substantial gap between the nerve 
fragments, it may be necessary to mobilize the nerve 
in the forearm to permit advancement of the proximal 
fragment several centimeters. A graft from a cutane- 
ous nerve may be used to bridge the gap as another 
method of overcoming this problem. 

Postoperative immobilization is accomplished by 
splinting with the adjacent joints kept in flexion to 
slacken the sutured nerve. The immobilization is 
maintained for 3 weeks; the nerve junction then is 
strong enough to permit motion. 

The patient is told that recovery will be slow and 
that the numbness will remain unchanged for a few 
months. Frequently, the return of sensation is pre- 
ceded by a period of hyperesthesia that may be quite 
annoying. — Joseph Ransohoff, M.D. 
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SKIN AND SOFT TISSUES 


The Surgical Treatment of Basal-Celled Carcinoma. 
R. J. V. BATTLE and T. J. S. Parrerson. Brit. 7. Plast. 
Surg. 1960, 13: 118. 


FROM THE SURGEON’S POINT OF VIEW there are only 
two types of rodent ulcers; one which remains super- 
ficial and localized, the other which invades deeply, 
destroying the deeper tissues down to and including 
bone. The first group carries a good prognosis and 
provides the material for large series of cases in which 
roentgenotherapy is used with a very low recurrence 
rate. The second group is responsible for most other 
recurrences after treatment, whether by roentgeno- 
therapy or by operation. 

A more complete classification is as follows: (1) 
The ulcer is small with a rolled and translucent 
margin—the classical rodent ulcer. (2) The cystic 
tumor ulcerates late. It is often seen around the mouth 
and is difficult to differentiate from other skin lesions 
such as epidermoid cysts and moles. (3) Shallow 
ulcers with irregular and ill-defined margins are 
usually found on the forehead and nose. This group 
is frequently the result of too much sun on white 
skin. (4) In this group are cutaneous plaques resem- 
bling chronic eczema, Bowen’s disease, or psoriasis. 
They usually form scaly patches on the trunk and 
limbs and rarely recur after excision. (5) The terebrant 
ulcer, described first by Sequeira in 1911, is a highly 
invasive type of rodent ulcer. It is distinguishable 
only by its course; there is a great tendency to recur- 
rence and deep and extensive invasion. It is this 
group that gives the highest rate of recurrence after 
both surgical and roentgenotherapeutic procedures 
have been performed. 

As a result of this study, the authors advocate 
surgical treatment in the following cases: (1) small 
lesions when the diagnosis is uncertain, (2) rodent 
ulcers of the pinna, G3) rodent ulcers of the eyelids 
and inner canthus, (4) rodent ulcers over the car- 
tilaginous skeleton of the nose, (5) large rodent ulcers 
of the trunk, and (6) all recurrences after roentgeno- 
therapy and lesions which fail to respond to roent- 
genotherapy. 

Roentgenotherapy is advised for the following 
cases: (1) sites other than those enumerated, (2) when 
the patient refuses operation, and (3) in the rare 
instance in which the patient is considered to be unfit 
for operation. 

Of 197 patients that have been followed up for 3 
years, 10 have had recurrences. These have been 
mostly patients who had ulcers of the terebrant variety, 
and many of these have been close to the eye. 
These terebrant lesions are, unfortunately, usually 
radioresistant. 

_ The authors, therefore, conclude that there is no 
single approach to the problem of basal-celled car- 
cinomas and that close cooperation is needed between 
the surgeon and roentgenotherapist. 

—Carl Schiller, M.D. 


The Finger Tip jury. Garry S. Bropy, A. McL. 
CoutTigER, and F. M. Wootnouse. Plastic & Reconstr. 
Surg., 1960, 26: 80. 

THIs ARTICLE is a valuable evaluation of methods of 

finger tip repair with special stress upon sensation 

and function. It includes good statistics throughout 
not previously published. 

The authors conclude that the tactile sense never 
returns to any graft of the finger tip and therefore 
some disability always occurs. This is also true of 
primary closure. 

Other than primary closure, split thickness grafts 
are the treatment of choice for finger tip avulsions 
because (1) the procedure is short and simple; (2) 
healing is comparatively rapid, averaging 36 days; 
(3) the shrinkage of the graft draws normally sensitive 
tactile skin over most of the defect; (4) it conserves 
length; (5) it results in less residual joint stiffness; 
and (6) these grafts are durable and yet permit the 
patient to return to work quickly. 

Tender, hyperesthetic tips are usually due to the 
injury and not to the treatment. Cross finger flaps 
resulted in a 20 per cent incidence of joint stiffness, 
and 78 per cent of these instances occurred in donor 
fingers. The indication for cross finger pedicles is ideal 
exposure of tendon and joints. 

—Henry S. Patton, M.D. 


Early Treatment of the Injured Hand (Le traitement 
précoce des blessures de la main). J. I. P. James. Rev. 
chir. orthop., Par., 1960, 46: 139. 


SUCCESSFUL PRIMARY OPERATION on the wounded hand 
is the alpha and omega of the functional end result. 
Inasmuch as injuries of the hand are many and sur- 
geons trained in hand surgery are few, initial care, 
more often than not, is performed by the non- 
specialist. The over-all results could be improved if 
nonspecialists were better indoctrinated in the im- 
portant elements of initial care of the injured hand— 
accurate, complete diagnosis, meticulous wound 
toilet, skin cover and gentle compression, elevation, 
and maintenance in a position of function. 

The following principles are based on the present 
status of knowledge of the pathophysiology of hand 
injury: (1) avoidance of infection and its sequelae by 
immediate cover of the open wound by primary 
suture without tension or by skin graft or both; (2) 
precise primary suture for the extrasynovial divided 
tendon, although delayed suture also gives good re- 
sults; suture of the sheathed portions of deep tendons 
and the ligamentous portions of tendons is less satis- 
factory than tendon graft, a specialist’s operation; 
coexistent fracture warrants delayed suture in most 
instances; (3) secondary suture of peripheral nerves 
which gives better results and is easier than primary 
repair; and (4) treatment of fractures of small bones 
and of joints is difficult and stiffness is a common 
sequela. 

On the basis of the foregoing, initial care of hand 
injuries can be simplified if the inexperienced physi- 
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cian will apply the following principles: (1) Detailed 
examination and recording of the nature and extent 
of injury: viability of the digits; their vascularity; 
results of simple testing for tendon and motor and 
sensory nerve activity; small muscle function, and any 
additional observations made at operation. (2) Oper- 
ation on the thoroughly cleansed extremity under 
general anesthesia in a bloodless field achieved by a 
pneumatic tourniquet. (3) Excision only of unequiv- 
ocally dead tissue, suture only without tension, 
knowledge and its application of skin grafting pro- 
cedures of noncoaptable wounds, and pedicle grafts 
only if experienced; after debridement, enlargement 
of the wound along anatomic lines. (4) Nothing is lost 
by decision to delay tendon and nerve repairs. (5) 
Absolute hemostasis after deflation of pneumatic cuff. 
(5) Compression dressings with the hand in a position 
of function, the finger tips exposed, to minimize 
edema and recognize delayed hemorrhage and ische- 
mia. (6) Elevation of the hand, preferably with the pa- 
tient in the hospital, for at least 48 hours, optimally 
until wound healing. (7) Early active, not passive, 
exercises and other physical therapy to re-educate the 
hand and to avoid stiffness. 
—Edwin 7. Pulaski, M.D. 


Repair of Contractures of the Hand with Pedal Full- 
Thickness Skin Grafts. SANFoRD GLANz. Am. 7. 
Surg., 1960, 100: 412. 


SKIN TRANSPLANTS to the palmar surface of the hand 
frequently show disappointing results from the stand- 
point of texture, color, and resilience. Diverse types 
of split and full thickness skin grafts used in the cor- 
rection of contracture deformities of the hand have 
failed to fulfill the desired criteria for good cosmetic 
and functional restoration. 

In a large percentage of Latin American patients, 
darker pigmentation of the donor skin effected severe 
contrasts in color when it was applied to the palmar 
surface of the hands. For this reason, a series of pedal 
transplants to the hand was undertaken with grati- 
fying results. 

Full thickness skin grafts were taken from the hair- 
less region on the medial aspect of the foot. The donor 
area extends from just below the medial malleolus 
across the arch to the plantar surface, including, if 
necessary, part of the nonweightbearing plantar sur- 
face of the foot. In most patients, from the small infant 
to the adult, the pedal donor site as outlined is 
adequate to supply skin coverage to the volar surface 
of the hand without the risk of impeding the per- 
manent function of the foot. 

The pedal transplant is devoid of sebaceous glands 
and hair follicles, but does have a normally thick 
epidermal layer. There are also rugae of the skin 
surface that form characteristic patterns like those of 
the palm. Full thickness grafts of this type consequently 
give good results in resurfacing the thenar or hypo- 
thenar areas of the nand as well as in covering lateral 
digital donor sites when local pedicle flaps have been 
used to cover defects of the flexor surface. 

When a large graft is taken, a split-skin graft is 
necessary. to cover the residual surgical defect of the 
foot, which will cause some disability and a temporary 
secondary deformity. 


The success of all skin grafting, particularly with 
full thickness transplant, dependsupon the preoperative 
conditions, the surgical technique, and the post. 
operative care employed. Full thickness grafts should 
be cut to the exact dimensions of the defect with the 
use of a pattern. Complete and absolute hemostasis jn 
the application of the graft is paramount. 

The first dressing is changed 8 to 10 days post 
operatively. Sutures are removed alternately at the 
first and subsequent dressings. 

Lubricants applied to the transplant for a period 
will maintain pliability until the normal elasticity and 
glandular activity have regenerated. 

' —C. Fred Goeringer, M.D, 


Restoration of Sensation to the Hand by Heterodigital 
Neurovascular Skin Pedicle Graft (Restauration de 
la sensibilité au niveau de la main par transfert d’un 
transplant cutané hétérodigital muni de son pédicule 
vasculo-nerveux). R. Tusiana, J. Duparc, and C, 
Moreav, Rev. chir. orthop., Par., 1960, 46: 163. 


THE GOAL of reparative surgery of the maimed hand 
is prehension, achieved only if at least one of the 
fingers has sensation. Whenever nerve repair is not 
possible, heterodigital neurovascular pedicle graft, 
is another possibility. The authors report their ex- 
periences in the Cochin Hospital, Paris, with 10 
such cases. 

The triad of these operative procedures comprises 
selection of the donor site, preparation of the pedicle, 
and the transplantation. The usual donor site is the 
skin down to the hemipulp over the distal and antero- 
lateral phalanx and it measures 3 to 4 cm. in length 
and 1 cm. in width. The donor site should, of course, 
have perfect innervation and blood supply with mini- 
mal consequences from the loss thereof. The thumb, 
index finger, and fifth finger are best for restoration 
of abolished sensation. The length of the pedicle must 
be accurately tailored to the projected recipient site 
to avoid the complications of cicatrization. A long 
pedicle, with subcutaneous tissues intact, absolute 
hemostasis, and division of the digital nerve as high 
up the palm as possible are requisite. The length of 
the pedicle averages 8 to 10 cm. The recipient site is 
excised as a pedicle in exactly the same fashion and 
dimensions as the donor one. The exchange of pedicles 
is effected by transposition or tunnel, and precau- 
tions are taken against torsion and excessive tension 
and compression. After operation the hand is immo- 
bilized in the position most favorable to the pedicles. 

The abstracts of 10 cases are presented and the de- 
tails of the procedure are shown in 8 photographs. 
The results obtained were gratifying and, in certain 
instances, unexpected. With regard to sensation, 6 of 
10 patients experienced tactile, pinprick, and warmth 
responses immediately; later, “‘double’’ sensation, 
i.e., partial return of sensation in the donor finger was 
noted in some subjects. Sensation extended eventually 
to the distal periphery of the recipient graft in most 
instances. All 10 patients had at least some sensation 
restored to the recipient finger. Functionally, trophic 
changes were reversed with regard to sensation, 
vascularity, and joint function; the quality of sensory 
perception improved with time and pain on pressure 
usually abated with time. Best results were obtained 
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in anesthetic and painful fingers. Multiple injuries of 
fingers with scar extending to the palm are technical 
contraindications to the procedure. 

— Edwin 7. Pulaski, M.D. 


Melanoma with Pregnancy. Puyiis A. GEORGE, 
osepH G. ForTNER, and Grorce T. Pack. Cancer, 
1960, 13: 854. 


THE DEVELOPMENT and spread of melanoma are 
generally believed to be more rapid in the pregnant 
or recently pregnant patient. These opinions are 
necessarily based on small series and dramatic indi- 
vidual experiences. The authors report a survey of 
413 female patients with a diagnosis of melanoma 
seen at the Memorial Center for Cancer and Allied 
Diseases, New York, New York. The distribution of 
these patients was as follows: pregnant coincident with 
melanoma, 77 patients; pregnant after melanoma, 
38 patients; control, age 16 to 43 years, 141 patients; 
and control, age 44 to 88 years, 189 patients. 

Study of this group revealed a peak incidence of 
melanoma in the 31 to 35 year age group. The lower 
extremities were the most common site of lesions in 
all groups and subgroups, with a tendency toward 
occurrence of lesions of the head and neck in older 
patients. 

Survival in pregnant and nonpregnant patients 
was found to be approximately the same, with 5 and 
10 year survival rates of 47 per cent and 42 per cent, 
respectively, for the whole group. The authors do not 
believe that their data, though extensive, will permit 
a valid statistical analysis to determine if the asso- 
ciation of melanoma and pregnancy is any more fre- 
quent than probability would dictate. One interesting 
possibility is that ordinarily nonvisible pigmented 
lesions are darkened during pregnancy. 

The authors cite several cases of regression of ex- 
tensive melanoma, the regression being associated 
with pregnancy. In 2 of their cases, there was placental 
involvement by melanoma, but the children are not 
known to have malignant lesions. Melanoma did not 
seem to interfere with the completion of pregnancy, 
and most of the women were delivered:at term. 

Early adequate surgical treatment is urged for 
women in whom melanoma is concurrent with preg- 
nancy, and the prognosis and course of the melanoma 
is not expected to differ from that in nonpregnant 
females. —Carl H. Calman, M.D. 


PLASTIC REPAIR 


Belt Lipectomy. Mario GonzAuez-Utioa. Brit. 7. 
Plast. Surg., 1960, 13: 179. 


THe PROBLEM of fatty deposits in the abdominal, 
gluteal, and dorsal regions is a challenge for the field 
of plastic surgery. The solution lies in the operation 
of belt lipectomy. The objectives of this operation 
are: (1) elimination of all excess tissue from the an- 
terlor wall of the abdomen, (2) reinforcement of the 
aponeurotic muscle wall to eliminate the convex 
curve of the abdomen, (3) stretching of the inguinal 
regions, (4) diminishing the width and prominence 
of the mons veneris, (5) elevation of the external orifice 
of the genitals, (6) elevation of the gluteal regions 
and elimination of fatty deposits on the buttocks, 


(7) elimination of fatty folds from the back, and (8) 
elimination of the curve from the trochanteric area. 

The surgeon must achieve a concave abdomen, an 
effective improvement in the contour of the hips and 
waistline, and the least conspicuous possible infra- 
umbilical scar, with the navel replaced in its normal 
site. 

The amount to be excised is estimated by pinching 
the excess adipose tissue between the fingers while 
the patient is in a sitting position. The upper incision 
is almost horizontal, is made on the anterior wall 
of the abdomen passing above the umbilicus and 
around both sides of the body to unite in the center 
of the back. The lower incision is made obliquely; 
it starts below the umbilicus and unites in the same 
way in the center of the back at an appropriate 
distance below the first incision. Triangles of com- 
pensation are removed over the pelvis and the mons 
veneris anteriorly, over the sacrum posteriorly, and 
sometimes from the upper flap in the center of the 
back. The umbilicus is transposed to a new appro- 
priate site in the reconstructed wall leaving sufficient 
adipose tissue around it to maintain its circulation. 
The abdominal wall is reinforced by juxtaposition 
of the recti muscles. In the posterior area one can 
remove adequate adipose tissue and, in addition, the 
gluteal region can be reduced. Closure is effected 
with pilot sutures of stainless steel wire and drainage 
tubes are utilized. A pressure bandage is applied and 
the wounds are watched closely for complications. 
The end results are excellent and the desired objec- 
tives are achieved. The reduction of the body size, 
improvement of the contour, and loss of weight create 
a frank reactivation of the patient’s energies, resulting 
in a better social, economic, and emotional life. 

—Carl Schiller, M.D. 


Riding Trouserslike Type of Pelvicrural Lipodys- 
trophy (Trochanteric Lipomatosis), Roserto Fa- 
RINA, Ricarpo Baroup!, BENJAMIN GOLCMAN, and 
Osvatpo De Castro. Brit. 7. Plast. Surg., 1960, 13: 
174. 


THE LIPOMATOsIs known as trochanteric or pelvicrural 
belongs to the group of lipodystrophies. The fat 
accumulates predominantly on the hips and lower 
limbs and gives the riding trouserslike appearance. 
It is sometimes associated with hypothalmic obesity, 
which is usually also accompanied by other symptoms 
such as excessive sleepiness, insatiable appetite, head- 
aches, and hypometabolism. In the 2 cases described 
there were no other symptoms of hypothalmic obesity 
except for the local trochanteric lipomatosis. 

The incision is made slightly posterior to the mid- 
lateral aspect of the thigh, upward from the upper 
thigh to the iliac crest and then posteriorly along 
the iliac crest to about 10 to 15 cm. from the midline. 
An ellipse of skin is then excised along the lateral 
aspect of the thigh and crural region, wide undermin- 
ing is performed, excess fat is excised, and the flap 
pulled up and forward to the large pelvicrural flap. 
The excess triangle of tissue is then excised and closure 
performed with simple cutaneous stitches. 

The effect of this operation is to reduce the size of 
the hips and buttocks. Two cases are described and 
illustrated. The riding trousers effect is obliterated by 
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this operation and the aesthetic aspect of the buttocks 
improved by making them look higher. 
—Carl Schiller, M.D. 


BREAST 


Suppression of Lactation. WEesLEy W. BARE, EDWARD 
CorNFELD, and FRANK Lippo. 7. Am. M. Ass., 1960, 
173: 1814. 


A NEW PREPARATION consisting of a combination of 
estrogen and androgen has proved valuable in the 
suppression of lactation. Ethinyl estradiol and fluoxy- 
mesterone in a 1 to 50 ratio reduces the incidence of 
pain, engorgement, and lactation by 50 to 70 per cent, 
without producing either estrogen withdrawal bleeding 
or virilization. The optimal dosage would seem to be 
0.02 mgm. of ethinyl estradiol and 1.0 mgm. of fluoxy- 
mesterone administered 3 times a day for 5 or 6 days, 
beginning as soon as fluids are tolerated after delivery. 
The authors conclude that this preparation is an 
effective and safe means of controlling postpartum 
lactation symptoms. —Lester T. Hibbard, M.D. 


The Development of Carcinoma of the Breast During 
Pregnancy and the Lactation Period (Das Wachstum 
der Mammakarzinome waehrend Graviditaet und in 
der Laktationsperiode). G. BurkHarpT. Z6l. Chir., 
Leipzig, 1960, 85: 1114. 

Two PATiEN’s from a series of 100 women with 

carcinoma of the breast were studied particularly. 

In these 2 women the clinical picture of the carcinoma 

was different from that of the rest of the group. The 

varying clinical findings and the divergent prognoses 
were traced to different hormone stimuli of growth 
of the carcinoma of the breast. 

The hormone influx has a direct relationship to 
the development of carcinoma of the breast during 
pregnancy. Therefore, one has the impression that 
there is a difference between the carcinoma during 
pregnancy and carcinoma occurring at other times. 

The action of the ovarian, adrenal, and pituitary 
hormones on the metabolism of the cells is such that 
the foundation is laid for the development of carcinoma 
during pregnancy. 


The diagnosis of the carcinoma is seldom established 
early enough. The frequency of carcinoma at the 
time of the menopause should also be considered to 
be due to hormone changes which may lead to changes 
in cell metabolism. Animal experiments have demon. 
strated some, though not all, of these changes. 

The hormones act more powerfully during preg. 
nancy and lactation than normally. Early diagnosis 
of the carcinoma is of the greatest importance, even 
more so during pregnancy than at other times. 

— Miriam Miller, M.D. 


Castration in the Treatment of Metastatic Breast Car- 
cinoma (Le probléme de la castration dans le traite- 
ment des métastases du cancer du sein). F. Coste, B. 
PicueT, and J.-B. Paoxacct. Presse méd., 1960, 68; 
1369. 


OopHoRECTOMY was originally introduced into the 
therapy of metastatic breast cancer by Beatson in 
1896. Modern views on the therapeutic merit of 
castration are based on three facts: (1) Breast cancer 
is a disease characteristically affecting females, the 
estrogen dependent sex; (2) in hereditary breast cancer 
of mice, castration will decrease the incidence; and 
(3) as demonstrated in mice, the follicular hormone 
has a carcinogenic effect. 

It is difficult to establish definitely which cancers 
should be treated by castration either prophylacti- 
cally or as palliation. An increased urinary calcium 
excretion after estrogen administration suggests that 
a good response may be expected after oophorectomy; 
however this test is not entirely reliable. Although 
oophorectomy is used most often in premenopausal 
females, it must be considered after menstruation has 
ceased. Sicard reported satisfactory results in post- 
menopausal patients. Excretion of estrogens in the 
urine may continue even after oophorectomy and 
adrenalectomy. In these cases the pituitary is the 
likely origin of the hormones. 

Intra-abdominal metastases do not respond readily 
to oophorectomy; the histologic type is no indication 
as to which cancers will respond. 

The technique of oophorectomy should be sur- 
gical. —Karel B. Absolon, M.D. 
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SURGERY OF THE THORAX 


he Surgical Technique for the Correction of Pectus 
Excavatum., GeorcE H. Humpureys II and Joun E. 
ConnoLLy. J. Thorac. Cardiovasc. Surg., 1960, 40: 194. 


HIS OPERATION is designed to provide a cosmetic 
orrection for pectus excavatum as well as to eliminate 
paradoxic sternal motion. 

A midline incision is made to extend from the 
ephalic end of the sternal depression down to a 
point midway between the xiphoid cartilage and the 
mbilicus. The pectoral muscles and fascia are sepa- 


fascia are freed from the ribs and detached, after 
which the xiphoid is removed. Two centimeters of 
costal cartilage are excised from each of the ribs up to 
the level of the third rib. The diaphragm is freed from 
the sternum and the intercostal bundles are divided. 
The sternum is made flat by cracks in the posterior 
plate and by transverse and longitudinal cuts into the 
anterior plate. The sternum, which is almost com- 
pletely detached in this procedure, is now fitted back 
into place and anchored by sutures between the inter- 
costal muscles and cartilage. The recti muscles are 
restored to normal position except for the thoracic 
attachments. Retrosternal drainage is obtained through 
ahole in the pleura, and underwater drainage is pro- 
vided through a stab wound. 
— Benjamin G. P. Shafiroff, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Closed Injuries of the Chest (Traumi chiusi del torace), 
ApDOLFo VOLPE. Rass. internaz. clin. ter., 1960, 40: 769. 


THE AUTHOR REPORTS on 582 patients treated for 
closed injuries of the chest at the Reunited Hospitals 
of Salerno, Italy from 1950 to 1959. There were 308 
cases involving soft tissues and 274 with fracture of 
the thoracic cage. In the latter group 32 were compli- 
cated by hemothorax, 9 by pneumothorax and em- 
physema, and 12 by diffuse subcutaneous emphysema. 

The primary objectives of treatment are to obtain 
good respiration and circulation. Shock is treated 
with parenteral fluids and oxygen. Oxygen is usually 
employed. Controlled respirations and respirators 
have often been used. Tracheotomy has been used in 
certain cases. 

Tension pneumothorax was treated by underwater 
drainage through the second intercostal space. Early 
aspiration, within 48 hours, is recommended for 
hemothorax. The author points out that some workers 
recommend waiting 72 hours before aspirating the 
blood in order to obtain a good hemostasis. However, 
the author believes that this delay would have a ten- 
dency to increase fibrosis with its subsequent difficul- 
ties. Multiple needles are used to relieve subcutaneous 
emphysema. The author has never had to resort to 


multiple incisions or the use of glass tubes in the treat- 
ment of his cases, 


Limitation of the motion of fractured ribs was 
accomplished by using constrictive type belts. In 
order to avoid skin irritations the author does not use 
adhesive plaster strips. Intercostal infiltration anes- 
thesia was used with good results in 102 cases. The 
author recommends injecting 2 spaces above and 2 
spaces below the involved ribs. 

—Lucian F. Fronduti, M.D. 


Clinical Experience with Tests for Pulmonary Func- 
tion. MaTTHEw B. Divertie, WARD S. Fow.er, and 
H. FrEpDERIC HELMHOLZ, JR. Dis. Chest, 1960, 38: 152. 


THE RECORDS of 100 consecutive patients referred for 
tests of pulmonary function are reviewed. The most 
frequent reason for referral was to obtain a quanti- 
tative assessment of pulmonary function. Diagnostic 
aid was sought in only 23 instances. The diagnosis 
tentatively entertained prior to the tests was con- 
firmed in 6 cases and altered in 14. In 2 of 3 cases in 
which the clinical diagnosis was obscure, abnormal- 
ities of tests were contributing factors in clarification. 
Obstructive ventilatory insufficiency was the com- 
monest abnormality encountered and was observed in 
61 patients having emphysema, asthmatic bronchitis, 
or episodic asthma alone or in varying combinations. 
Improvement indicated by ventilatory tests after the 
use of a nebulized bronchodilator drug had a definite 
influence on use of the drug as a therapeutic agent. 
Restrictive ventilatory insufficiency due to pul- 
monary fibrosis was more difficult to identify clinically. 
Arterial hypoxemia of significant degree was fre- 
quently observed in patients in whom cyanosis had 
not been noted. Preoperative evaluation of pulmonary 
function by laboratory methods was of value in pa- 
tients with greatly reduced respiratory reserve, es- 
pecially when pulmonary resection was contemplated. 


Pulmonary Reserve and Its Influence on the Develop- 
ment of Lung Surgery. Witu1aM E. Apams. 7. Thorac. 
Cardiovasc. Surg., 1960, 40: 141. 


THE AUTHOR PRESENTS a review of the subject from 
the sixteenth century to the present. Although the 
major portion of the presentation deals with pulmo- 
nary reserve in thoracic surgical intervention, it is now 
appreciated that this problem is not confined to pulmo- 
nary resection but also applies to other intrathoracic 
operations as well as to the general field of surgery, 
especially in the elderly or poor risk patient. 

_ In a study of 50 patients who had undergone ex- 
tensive surgical treatment, it was noted that the aver- 
age level of arterial blood oxygen on the first day after 
operation was 88 per cent with a range of 80 to 92 per 
cent. This could be corrected readily by use of small 
amounts ofoxygen administered through anoropharyn- 
geal catheter. As little as 1 to 2 liters of oxygen flow 
per minute usually led to a desirable level of blood 
arterial oxygen. Some degree of hypoxia, however, of 
clinical significance usually persisted for several days 
after operation, the degree gradually decreasing as the 
patient became more active. 
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Because of the information derived from past ex- 
periences, both clinical and experimental, the modern 
trend in pulmonary operations is to reduce the amount 
of lung resected. Attempts are now being made to 
re-establish functioning lung tissue when it has been 
disabled by disease or trauma. With the continuing 
increase of life expectancy this problem, in connection 
with lung operations, assumes an increasing im- 
portance. —Gordon F. Madding, M.D. 


Needle Biopsy of the Lung. MoHAMED SADEK SABOUR, 
Latta MoHAMED Osman, Paut C. Le Govan, and 
Kamat G. IsHax. Lancet, Lond., 1960, 2: 182. 


THE AUTHORS report the experience gained from 
needle biopsy of the lung in 137 patients with chest 
disease. A diagnosis was obtained in all cases. Of the 
137 patients, 113 were proved to have bronchogenic 
carcinoma. The technique, precautions, indications, 
and contraindications are listed. 

One patient suffered severe hemoptysis, 1 each 
incurred pleurisy and surgical emphysema, and 3 
complained of local pain. Pulmonary hypertension 
was present in the patient suffering hemoptysis and 
was listed as a contraindication to needle biopsy. 

The authors conclude that in carefully selected 
cases and in experienced hands needle biopsy of the 
lung together with roentgenography, sputum exami- 
nation, and bronchoscopy can. be used as a routine 
means of diagnosing pulmonary lesions. 

—C. Thomas Fitt:, M.D. 


The Forgotten Problem of Chronic Empyema. ELMER 
R. Maurer, Howarp Betiamay, and F. L. MENDEz, 
Jr. Arch. Surg., 1960, 81: 275. 


Despite the availability of modern antibiotics, chronic 
empyema still is seen as a most serious complication of 
pleural infection. Chronic encapsulations of purulent 
material can develop and persist even in the course of 
intensive antimicrobial therapy. Special problems are 
posed by the various empyemas, depending upon the 
completeness of encapsulation, the bacteriologic cause, 
the association of postoperative intrapleural space 
defects, and the presence or absence of a communi- 
cating bronchopleural fistula. 

This review of cases points up the fact that the long 
hospital stay, the poor results, and the poor prognosis 
usually associated with chronic empyema are all di- 
rectly attributable to delays in surgical correction, 
incomplete and insufficient thoracoplasties at the time 
of the original operation, and perhaps the misconcep- 
tion that a patient with a large-space chronic empyema 
is committed to permanent open drainage and all of its 
attendant chronic debilities because attempts to close 
such a large space carry a high mortality rate with 
poor results. 

In some instances, even after extensive radical 
operation with muscle implant, thoracoplasty, and 
scapulectomy, small sinus tracts may persist. These 
will eventually heal, however, if vigorously pursued 
with repeated curettements, revision, and/or ex- 
cisions under local anesthesia. The authors believe 
that the importance of surgical excision of the lower 
half or two-thirds of the scapula at the time of thora- 
coplasty has been insufficiently emphasized in the 
past. Surgical removal of a sufficient portion of the 


scapula will uniformly prevent problems with func. 
tional derangements of the shoulder girdle and will 
aid appreciably in the mobilization of adequate soft 
tissue musculocutaneous flaps to fill in the empyema 
space. —Ely Elliott Lazarus, M.D. 


Surgery in the Treatment of Pulmonary Tuberculo. 
sis. JoHN W. Brounarp, Hiram T. Lancston, and 
FrAnK J. Mituoy. Arch. Surg., 1960, 81: 269. 


THE RESULTs in 1,041 consecutive surgical procedures 
performed for pulmonary tuberculosis during the 5 
years ending 1 January 1959 are presented. Ther 
were 734 pulmonary resections, almost half of which 
were lobectomies, and 263 thoracoplasties of various 
types. For pulmonary resections, the average mor. 
tality was 2.4 per cent ranging from no deaths after 
segmentectomy and wedge resections to a 7.5 per 
cent mortality after pneumonectomies. Although 
there were 25 standard thoracoplasty procedures per- 
formed in 1954, not one was performed in 1958. This 
reflects the present trend towards abandonment of col- 
lapse procedures in favor of pulmonary resection in 
the treatment of tuberculosis. 

In evaluating patients for operation, it is important 
to determine the nature of the lesion and particularly 
whether cavitary disease is present. This information 
may sometimes be gained only with the aid of laminag- 
raphy or bronchographic studies. Furthermore, the 
patient’s bacteriologic status must be determined, and, 
if he has a positive sputum, the degree of sensitivity 
or resistance of the organisms to the various anti- 
tuberculous drugs should be investigated. Finally, a 
physiologic evaluation of the patient is made with 
particular regard to such pulmonary function tests as 
the maximum breathing capacity. 

In general, it may be stated that the function of 
surgical intervention in the treatment of pulmonary 
tuberculosis is to remove significant residual pleural 
or parenchymal disease, particularly that of a cavitary 
nature, after maximum resolution of the disease has 
been obtained by means of antituberculous drug 
therapy and when it has been established that the 
patient’s general physiologic condition will permit the 
necessary operation. 


Surgical Therapy for Bronchogenic Carcinoma (Diag- 
nostik und Operationsindikation des Bronchialkarzi- 
noms). G. HEGEMANN and J. HoFERICHTER. Deut. med. 
Wschr., 1960, 85: 1361. 


BRONCHOGENIC CARCINOMA lends itself better to sur- 
gical cure than do many other forms of cancer, as 
evidenced by a 30 per cent 5 year survival rate after 
lung resections for bronchogenic carcinoma; roentgen 
therapy is helpful only in the treatment of inoperable 
cases. It does not prolong life expectancy significantly 
but can relieve symptoms such as pain, cough, and 
hemorrhage. An evaluation of preoperative or post- 
operative roentgenotherapy cannot be arrived at, 
since sufficient observations of the results of this type 
of treatment have not yet been published. 

Of the patients with bronchogenic carcinoma ad- 
mitted to the Surgical University Clinic at Erlangen, 
Germany, only 23 per cent had operable lesions. The 
authors have made an effort to establish the reason 
for the delay in diagnosis of this disease. Thirty-two 
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r cent of the inoperable patients are already in- 
operable at the time of their first consultation with a 
physician. It cannot be reliably established how long 
the patients have had symptoms before first seeing a 
physician; however, it can be judged from single 
cases that periods vary from 1 month to 2 years. In 
the last 100 cases seen at the authors’ institution the 
patients had been observed by the general prac- 
titioner for, on an average, 7.5 months and by the 
chest physician for periods averaging 4.7 months. 
Usually the life expectancy of untreated patients with 
bronchogenic carcinoma is 3 to 6 months from the 
time the diagnosis has been made. In the authors’ 
department, inoperability was determined prior to 
operation in 63 per cent of the patients and in 37 per 
cent it was found at thoracotomy. Whenever a lesion 
can be removed technically, operation should be at- 
tempted. At evaluation of the operative risk in pa- 
tients in poor general condition it must be considered 
that removal of the lesion is the only help the patient 
can be offered. In the authors’ cases, diagnosis of 
bronchogenic carcinoma was made by means of 
bronchoscopy in 65 per cent (in 47 per cent by 
biopsy and in 18 per cent by aspiration of bronchial 
secretion), in 1 per cent by laparotomy of liver 
metastases, in 2 per cent by biopsy of supraclavicular 
nodes, in 3 per cent by transthoracic puncture of a 
peripheral lesion and pleuracentesis, and in 27 per 
cent by thoracotomy. 

The authors emphasize the necessity of improve- 
ment in early diagnosis. Whenever there is evidence of 
endobronchial irritation or obstruction or the roent- 
genologic finding of an infiltration in a patient past 30 
years of age, the presence of a malignant lesion must 
first of all be suspected. Bronchoscopy, as the most 
reliable means of diagnosis, should follow the plain 
posteroanterior and lateral chest film without delay. 
Only after a malignant lesion has been excluded 
should other diseases be considered. There is no place 
for observation for any length of time. 

—Erwin Simandl, M.D. 


Primary Tumors of the Pleura (Les tumeurs primi- 
tives de la plévre). Pu. TH1BauLt. Presse méd., 1960, 68: 
1395, 


AttHouGH only about 100 cases of primary pleural 
tumors had been reported by 1954, the lesion has 
given rise to many discussions. Recently, Even and 
Sors have differentiated diffuse mesotheliomas and 
localized ones. The former, highly malignant, are 
true pleural primary cancers. They give rise to recur- 
ting pleural effusion which always contains red cells. 
The diagnosis is suggested by the roentgenographic 
appearance and confirmed by pleuroscopy which 
permits biopsy. The latter shows three fundamental 
elements: glandular, endoepithelial, and connective. 
Pleural cytology is unreliable. The treatment, purely 
medical, is only weakly palliative. 

_ Localized tumors are benign or malignant accord- 
ing to whether they develop at the expense of the 
subpleural zone of the visceral pleura or of the 
structures of the endothoracic fascia. They are fre- 
quently revealed by or at least accompanied by 
hypertrophic pulmonary osteoarthropathy. Roentgen- 
ographic examination, including gas contrast, some- 
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times permits definition of tumoral implantation. 
Here again, pleuroscopy guiding the biopsy is valu- 
able; surgical intervention is beneficial in the benign 
forms but it does not preclude rather early recurrences 
of the malignant forms. — Jonas Brachfeld, M.D. 


HEART AND PERICARDIUM 


Wounds of the Heart. N. A. Biumperc. Brit. 7. Surg., 
1960, 47: 667. 


THE AUTHOR reports a series of 21 cases of stab wounds 
of the heart and reviews the literature on the subject. 
The mortality in this series is 32 per cent. Cardiac 
wounds are classified into four groups: group 1, 
evidence of cardiac injury but without tamponade or 
massive intrapleural hemorrhage; group 2, tamponade 
is present but there is satisfactory response to con- 
servative treatment, with return of arterial pressure to 
normal or near normal; group 3, failure to respond to 
treatment, with a persistently low blood pressure; and 
group 4, penetrating wounds of the heart, with free 
bleeding into the pleural cavity. Injuries classified in 
group 1 are “mild” and those in groups 2 to 4 are 
“severe” cases. 

The author believes that 100 to 200 c.c. of fluid is 
sufficient to produce cardiac tamponade and he con- 
demns the delay caused by the institution of technical 
diagnostic tests in all but mild cases. The value of 
electrocardiography is minimal. The author points 
out the most important physical sign of tamponade is 
venous congestion; this is often readily discernible by 
the ease with which a needle may be introduced into 
an antecubital vein with a proximal tourniquet de- 
spite a blood pressure below 60 mm. Hg. It is the 
concensus of the authors in the literature that patients 
with group 1 injuries may be treated conservatively 
but those with groups 2, 3, and 4 injuries should be 
subjected to operation as soon as possible. If tam- 
ponade is serious enough to require aspiration, open 
operation with wound suture and drainage of the 
pericardium is the treatment of choice. 

—Gordon F. Madding, M.D. 


Trilogy of Fallot. Henry Swan, THomas Marcuioro, 
SAMUEL Knapp, and S. Gitpert Biount. Arch. Surg., 
1960, 81: 291. 


In FALLOT’ ORIGINAL SERIES Of 7 patients the stenosis 
was valvular in 6 and infundibular in 1. All patients 
had a patent foramen ovale and in 1 a second defect 
of the atrial septum was present. The authors report 
on their experience since 1951 of 22 cases of trilogy. 
Eighteen of these patients had a history of cyanosis 
developing at some time between birth and thé age 
of 12 years. In 15 cases the murmur was heard before 
the age of 1 year and was typically a harsh, rasping 
systolic murmur accompanied by a decreased or 
absent second sound located to the left of the sternum. 

On fluoroscopy, all patients had right ventricular 
hypertrophy, 20 had increase in the size of the main 
pulmonary artery, and 7, enlarged left pulmonary 
arteries. Pulmonary vascularity was described as 
decreased in two-thirds. By and large, the noncyanotic 
patients tended to show normal vascular markings. 
The electrocardiogram showed a normal sinus rhythm 
in 20 patients and 1 had a complete A-V block. Nine- 
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teen showed right ventricular hypertrophy and 14, 
right atrial enlargement. 

The authors report on the evolution of their tech- 
nique from the initial Brock approach to the stenotic 
pulmonic valve to their present approach, which now 
consists of the 1 stage complete correction of both 
defects using hypothermia and multiple inflow 
occlusion. —Alan Thal, M.D. 


Intracardiac Operation Under Direct Vision. SHicERU 
SAKAKIBARA, HipEo OrrHaTaA, AKIRA ISHIHARA, and 
Taxasui Kuropa, Bull, Heart Inst. Japan, 1959, 3: 1. 


INTRACARDIAC PROCEDURES in 1,902 patients have 
been performed at the Heart Institute in Japan; 125 
of these cases, in which mild hypothermia and extra- 
corporeal circulation were used, are the substance 
of this report. 

A brief description of the oxygenator and the fact 
that both body cooling and blood cooling were used 
is given. A flow of 30 c.c. per kgm. per minute was 
aimed at, and the periods of extracorporeal circulation 
were between 5 and 31 minutes. 

There were 30 deaths in these 125 cases and the 
commonest cause was hemorrhage. 

—Robert W. Williams, M.D. 


The Importance of Coronary Perfusion in Resuscita- 
tion of the Heart (Die Bedeutung der Koronarper- 
fusion zur Wiederbelebung des Herzens). H. L’ ALLE- 
MAND, H. StiLiter, R. Voss, F. X. EIsENREICH, and 
E. Wacner. Bull. Soc. internat. chir., 1960, 3: 255. 


CIRCULATORY OCCLUSION in deep hypothermia will 
sooner or later cause cardiac fibrillation and complete 
standstill. In the rewarming period restoration of a 
normal heartbeat often poses a real problem. Suf- 
ficient coronary perfusion is vital in maintaining the 
metabolism of the myocardium. In cases without 
cardioplegia it is of importance during the occlusion; 
in cases with pharmacologically induced cardiac 
arrest it is important right after restoration of the 
circulation. 

In 38 dogs different perfusing solutions were tried. 
Arterial heparinized blood with added glucose and 
adenosine triphosphate was found to be best. The 
temperature was kept 10 degrees higher than body 
temperature. Under such conditions it was possible to 
maintain heart action in 10 animals during a period of 
20 to 40 minutes of circulatory occlusion. The 
temperature ranged between 20 and 24 degrees C. 

—Hans 7. Schweizer, M.D. 


Interpretation of Some Disturbances of the Cardiac 
Rhythm Observed During Retrograde Coronary 
Perfusion (Interpretazione di alcuni disturbi del 
ritmo durante la perfusione retrograda del seno coro- 
nario). C. Massimo. Chir. pat. sper., 1960, 8: 237. 


THE AUTHOR has investigated the causes of some 
disturbances of the cardiac rhythm, i.e., idioventricu- 
lar rhythm, atrioventricular dissociation, and ventricu- 
lar fibrillation observed in a series of previously 
reported experiments of retrograde perfusion of the 
coronary sinus, employing hypothermia. In this new 
series of experiments performed in 16 dogs, two main 
changes of the experimental disposition were made: 
(1) extracorporeal circulation was used instead of 


hypothermia, and (2) the stitch previously used tp 
secure the catheter in the coronary sinus was avoided. 
Substitution of hypothermia with extracorporeal 
circulation did not seem to matter; the usual chan 
of the rhythm were still observed. The critical facto; 
proved to be the fixation stitch around the coronary 
sinus. As soon as this practice was discontinued, no 
further disturbances of the rhythm were observed. 
In the author’s opinion the fixation stitch previously 
used interfered with the blood supply of several areas 
of the myocardium by encroaching upon the blood 
flow through the right coronary artery and thy 
creating ischemia of the synoatrial node, the atrio. 
ventricular node, and the posterior half of the inter. 
ventricular septum. —Riccardo Benvenuto, M.D. 


Study on Atrial Septal Defect. Mirsu Kanai. Bull, 
Heart Inst. Japan, 1959, 3: 39. 


EIGHTY-NINE PATIENTS with atrial septal defects treated 
surgically at Women’s Medical College in Tokyo, 
Japan were reviewed. Attempts were made to cor- 
relate the results with the location of the defect and 
subjective symptoms, murmurs, chest roentgenogram, 
electrocardiogram, and histologic changes in the lung. 

A series of conclusions is presented but their speci- 
ficity is difficult to evaluate. 

Surgical therapy should be employed for individuals 
with right ventricular pressures above 40 mm. Hg but 
below 80 mm. Hg. In general, the higher this pressure 
above 60 mm. Hg the worse the surgical risk and the 
worse the prognosis. Patients with right ventricular 
pressure below 40 mm. Hg are treated expectantly. 

— Robert W. Williams, M.D. 


Surgical Treatment of Interatrial Communication 
(Traitement chirurgical de la communication inter- 
auriculaire). G. Lemorne. 7. chir., Par., 1960, 79: 563. 


INTERATRIAL SEPTAL DEFECTs are classified as middle 
septal defects (typical ostium secundum), high septal 
defects, and ostium primum. Asymptomatic patients 
with small hearts do not have any immediate indica- 
tion for surgical intervention, but they require regular 
follow-up. Defects associated with considerable pul- 
monary circulation are well tolerated in the young 
and present a definite indication for operation. Those 
defects associated with markedly increased pulmonary 
circulation and myocardial insufficiency present 
urgent indication with recognition of the operative 
risk. Among those with pulmonary hypertension, 
only patients with increased pulmonary circulation, 
demonstrated roentgenologically, can benefit from 
operation. 

The surgical technique with pulmonary bypass, 
hypothermia, or a combination of the two is described 
in detail. Since 1957, the author has performed 61 
operations for atrial septal defects, of which 45 were 
under extracorporeal circulation, 15 under simple 
hypothermia, and 1 under profound hypothermia, 15 
degrees C. The ages of the patients ranged from 4 to 
61 years. Postoperative complications were usually 
rather simple but the frequency of the “postcardiac 
surgery syndrome” characterized by fever, clinical 
and electrocardiographic signs of pericarditis, and a 
pleural reaction was noted. These difficulties regressed 
rapidly under the influence of corticosteroids and anti- 
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biotics. Thrombosis of the corrected pulmonary vein 
was not directly observed, but in 6 cases the roent- 
genographic follow-up showed segmental or lobar 
homogeneous opacity which was interpreted as the 
reflection of venous stasis in the drainage of the ab- 
normal pulmonary vein. These phenomena regressed 
spontaneously in 1 to 3 weeks. 

Six of these 61 patients died. These deaths were due 
to errors in surgical indication (pulmonary hyper- 
tension causing death within 36 hours postoperatively), 
errors in technique with rupture of the posterior wall 
of the right auricle, accidents of the machine or com- 
plications as a result of extracorporeal circulation, 
ie., a hemorrhagic syndrome without definite evi- 
dence of fibrinolysis. 

The author believes that hypothermia is sufficient 
for the correction of simple ostium secundum. The 
slightest suggestion, however, of a complicated form, 
of an association with abnormal venous return, or of 
an ostium primum requires extracorporeal circula- 
tion. — Jonas Brashfeld, M.D. 


The Surgical Repair of Persistent Atrioventricular 
Canal. Cu. Duzost and Pu. Bonneau. Am. 7. Cardiol., 
1960, 6: 611. 


As or JUNE 1959 the authors’ statistics showed that 
an atrioventricular canal was present in 26 of the 
172 patients operated upon with the aid of extra- 
corporeal circulation. Both the ostium primum defect 
and the atrioventricular canal need to be repaired 
using extracorporeal circulation, contrary to what 
is required in the repair of atrial defects of the ostium 
secundum type. Their surgical and anatomic findings 
have shown that the lesions do not always conform 
strictly to pattern, and a whole series of intermediate 
stages exists between the ostium primum defect and 
the large atrioventricular canal defect. The canal 
and the ostium primum defects are undoubtedly the 
best indications for open heart surgery. Prognosis 
in the defect is always grave. Of the 26 patients oper- 
ated upon, 6, 23 per cent, died during or after the 
operation. Two deaths were related to perfusion, 2 
were caused by technical mistakes, and 2 by complete 
heart block. None of the other patients operated 
upon had any serious postoperative complications. 
Four patients were catheterized again between 6 and 
12 months after the operation. There was total dis- 
appearance of the shunt in 3 and subtotal disappear- 
ance in 1, with the pulmonary pressure back to nor- 
mal. An adequate surgical repair of a formerly in- 
curable defect now seems possible. However, the 
hard to anticipate risk of surgical trauma to the 
atrioventricular conduction tissue remains, as does 
the difficulty of repairing certain complex valvular 
malformations. —Robert A. Nabatoff, M.D. 


Surgical Management of Persistent Common Atrio- 
ventricular Canal. F. Henry Exus, Jr., Dwicnr C. 
McGoon, and Joun W. Kirxun. Am. 7. Cardiol., 
1960, 6: 598. 


A CLASSIFICATION of interatrial communications in- 
dicates the existence of a number of distinct anatomic 
and clinical varieties of this condition. Described in 
this presentation are anomalies classified under the 
general heading of endocardial cushion defect. Al- 
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though transitional stages have been recognized, one 
can generally divide these defects into two main 
varieties: the partial and the complete form. In the 
complete form both the anterior leaflet of the mitral 
valve and the septal leaflet of the tricuspid valve have 
clefts. These two clefts are continuous, forming a free 
communication between the free edges of the anterior 
and posterior leaflets of the common atrioventricular 
valve. 

As of July 1959, a total of 66 patients with per- 
sistent common atrioventricular canal have undergone 
repair at the Mayo Clinic, with extracorporeal circu- 
lation being used. Open cardiotomy is obviously 
desirable for the repair of all forms of common 
atrioventricular canal, and whole body perfusion is 
at present the best way of supporting the patient 
during intracardiac repair. 

Repair of the complete form of this anomaly is 
more difficult than repair of the partial form. The 
technique is far from standardized. One step involves 
suturing the anterior and posterior leaflets of the 
common atrioventricular valves together in the mid- 
line to obliterate the communicating cleft. Then the 
cleft anterior leaflet of the mitral valve and the cleft 
septal leaflet of the tricuspid valve are repaired with 
interrupted silk sutures. 

The authors’ surgical experience includes 48 opera- 
tions on patients with the partial form of the defect 
and 18 on patients with the complete form. There were 
2 hospital deaths among patients undergoing repairs 
of the partial form, a mortality rate of 4.2 per cent; 
whereas 12 of the 18 patients with the complete form 
died, a mortality rate of 66.7 per cent. 

—Robert A. Nabatoff, M.D. 


Transventricular Approach to Mitral Valvotomy. W. 
Rosert ScumipT, JOSEPH J. GARAMELLA, and NATHAN 
KENNETH JENSEN. Minnesota M., 1960, 43: 548. 


SINCE THE RESULTs in finger fracture for mitral steno- 
sis show only about 66 per cent improvement, addi- 
tional methods have been devised. Transventricular 
valvotomy with a two-bladed expanding dilator is 
being used more widely. After a stab wound is made 
in the apex of the left ventricle, the instrument is 
guided into the valve by the index finger in the 
atrium. The maximum size of the dilator is 3.5 cm. 
and this amount of dilatation can usually be obtained 
by gentle pressure. If there is one long and one short 
commissure the finger is placed in position after the 
long commissure is split and force is again applied to 
split the short commissure. Usually both commissures 
split widely, the subvalvular stenotic area splitting 
along with the commissural stenosis. In a large series, 
438 patients, one clinic reports 6 deaths, 1.4 per cent, 
from trauma as compared with 1 per cent in 388 oper- 
ations by means of the atrial approach. 

The authors report 16 cases in which the trans- 
ventricular dilator was used. In all patients an ade- 
quate mitral orifice was obtained. In 1 patient a mas- 
sive cerebral embolus and significant regurgitation 
developed. This was corrected by an ivalon pad and 
the patient’s cardiac status is now satisfactory. The 
other 15 patients are all strikingly improved. Six of 
the 16 operated upon had had previous valvotomies. 

—Gabriel P. Seley, M.D. 








30 International Abstracts of Surgery - January 1961 


Surgical Treatment of Mitral Stenosis by Open Tech- 
nique. EARLE B. Kay, Cio Nocuerra, and H. A, 
ZIMMERMAN. 7. Am. M. Ass., 1960, 173: 1644. 

THE RECURRENCE RATE of mitral stenosis after opera- 
tion by closed techniques is high after 5 years. In one 
5 year study, only 25 per cent of the patients were 
clinically cured and another 33 per cent were reha- 
bilitated. Success in the surgical relief of mitral stenosis 
depends on the condition of the pulmonary vascula- 
ture, the status of the myocardium, and the status of 
the mitral valve. The status of the mitral valve is the 
usual cause of surgical failure. Valvular or subvalvu- 
lar stenosis, fibrotic or calcified valves, and fusion of 
valve leaflets as well as chordae tendinae make the 
closed techniques of mitral commissurotomy almost 
doomed to failure. 

The authors believe that the closed technique is 
indicated in cases of pure mitral stenosis because of 
its low morbidity and mortality. However, if the 
surgeon at the time of operation is unable to correct 
the deficit safely because of the disease present in the 
valve, the patient should be treated by open heart 
techniques. 

The open heart technique is especially valuable in 
cases of recurrent mitral stenosis. Twenty-two cases 
are presented with 2 deaths, 9 per cent mortality, in 
which the extracorporeal perfusion technique was 
used. All of these patients had class III or IV lesions. 

The use of the open heart perfusion technique for 
combined lesions of the mitral valve is becoming more 
popular. In this series 22 cases of combined lesions of 
class III or IV are presented. The operative mortality 
was 18 per cent, 4 cases. In addition, the authors con- 
cluded that 15 per cent of mitral valvular disease that 
is clinically significant is not amenable to surgical 
correction by open or closed techniques. 

The approach to this problem has been clearly 
presented and the surgical accomplishments are to 
be commended. However, the follow-up for the closed 
technique cases is 5 years versus 2 years or less in the 
open technique cases. There is little doubt that open 
methods are desirable if the risk is low, but the disease 
itself will always limit the percentage of success. 

—Richard E. Gardner, M.D. 


Myocardial Necrosis Following Elective Cardiac 
Arrest Induced with Potassium Citrate. James A. 
McFartanp, Louis B. THomas, JosEpH W. GILBERT, 
and AnpREw G. Morrow. 7. Thorac. Cardiovasc. Surg., 
1960, 40: 200. 


A CHARACTERISTIC TYPE Of necrosis was observed in 15 
human hearts subjected to elective arrest by the in- 
jection of 2.5 per cent potassium citrate solution during 
open heart surgery. The lesions were described as 
circumscribed areas of necrosis located in the central 
part of the ventricular myocardium and were dis- 
covered on autopsy examination of the hearts of pa- 
tients who died within 2 hours of induced cardiac 
arrest. Hemorrhage and congestion were usually ab- 
sent, but disintegration, dissolution, and granular 
debris were identified histologically. Myocardial ne- 
crosis comprised almost 50 per cent of some micro- 
scopic sections. 

There seemed to be almost no correlation with 
disease of the coronary vessels, although many of them 


were atherosclerotic. Controls consisted of the hearts 
of 11 patients who had been subjected to cardio. 
pulmonary bypass but not to induced cardiac arrest, 
In this group no lesions could be demonstrated. 

Cardiac arrest produced experimentally in dogs 
with potassium citrate solution caused myocardial 
necrosis identical with the lesions described clinically, 
Intermittent aortic occlusion without the use of po- 
tassium citrate resulted in effective heart stoppage and 
no myocardial necrosis. 

— Benjamin G. P. Shafiroff, M.D. 


Constrictive Pericarditis. M. J. ErHeripce and J. D, 
Tance. Med. 7. Australia, 1960, 2: 121. 


THIS SERIES comprises 14 patients, ranging in age from 
17 to 64 years, seen at the Royal Melbourne Hospital, 
Melbourne, Australia. The diagnosis was confirmed 
at operation in 12 cases. The onset of symptoms is 
usually gradual; when sudden, it may be due to the 
occurrence of atrial fibrillation. Swelling of the ab- 
domen with or without ascites is a prominent early 
symptom. All but 1 of the patients complained of 
dyspnea on effort. The duration of symptoms varied 
from 2 months to 5 years. All patients had an elevated 
jugular venous pressure, enlargement of the liver, a 
small pulse, and a normal or low blood pressure. 
Most had dependent edema and triple rhythm. Pulsus 
paradoxus and inspiratory filling of the cervical veins 
could be demonstrated in some patients. Atrial 
fibrillation was present in 6. 

The roentgenologic signs included a cardiac silhou- 
ette of normal or slightly increased size with dimin- 
ished amplitude of pulsation, a convex right border, 
and a prominent superior vena caval shadow. Pul- 
monary vascular shadows were normal or showed 
slight congestion, and the most valuable sign of all, 
pericardial calcification, was present. The pericardial 
calcification must be differentiated from calcification 
in an old infarct or from ring calcification of the 
left atrium. The sites of preference for pericardial 
calcification are the coronary sulcus, the diaphrag- 
matic surface, and the sternal aspect of the right 
ventricular area. Calcification over the left atrium 
is rare on roentgenographic examination. Backward 
displacement of the barium filled esophagus is fairly 
common and is usually caused by an enlarged left 
atrium. The electrocardiogram shows biphasic or 
sharply inverted T waves with little or no displacement 
of the S-T segment. The Mantoux test was positive 
in 7 cases. Cardiac catheterization was performed in 
2 of these cases and the pressure curves showed the 
usual diastolic dip followed by an end diastolic 
plateau. The differential diagnosis includes diffuse 
myocardial fibrosis and constrictive endocarditis, both 
of which may show a similar finding on catheteriza- 
tion. —Alan Thal, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Studies in Myasthenia Gravis. IsaporE KREEL, 
GasBRIEL GENKINS, KERMIT E. OssERMAN, ELLIOTT 
Jacosson, and Ivan D. Baronorsky. Arch. Surg., 1960, 
81: 251. 


Two seERiEs of cases are reported—a recent group of 
15 myasthenic patients and a more remote group of 
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95 cases collected approximately 2 years ago covering 
a 5 year span. In the group of 25 cases, 15 patients 
had thymoma and 10 did not. In the recent group of 
15, 6 patients had thymoma. Difficulty in control of 
myasthenic symptoms has led to thymectomy in 
patients without thymoma. In the earlier group of 
25 cases, there were 8 cases of life-threatening crisis in 
the postoperative period. This crisis was complete 
respiratory paralysis. In the more recent cases, there 
has not been a single crisis in the postoperative period. 

The preoperative preparation of the patient is 
centered around his emotional needs. The anesthetic 
objective is to maintain complete control of respiration 
and avoid the use of ether and nondepolarizing 
muscle relaxants. The mediastinum is exposed through 
a median sternotomy incision with a lateral extension. 
The authors stress the importance of tracheostomy 
which is performed after closure of the sternal splitting 
incision before the patient is extubated. 

The patients are cared for postoperatively in a 
“maximum care” unit. One of the major problems 
in the postoperative period is the collection of secretions 
from the tracheobronchial tree. Suction through the 
tracheostomy tube is imperative. In the immediate 
postoperative period, the patients usually note relief 
from their myasthenic symptoms. The myasthenic 
symptoms reappear in approximately 18 to 36 hours. 
Cholinergic drugs are used to maintain good respira- 
tory exchange. The use of mechanical respirators has 
been found to be of great value in those patients who 
are not responsive to cholinergic drugs. 

Malignant thymomas have been found in approxi- 
mately 25 per cent of all thymomas. The malignancy 
rate rises in the patient with thymoma and myasthenia 
gravis to 75 per cent. The management of patients 
with myasthenia gravis has been improved by pre- 
venting cholinergic drug reaction in the postoperative 
period. A respectable mortality and morbidity can 
be expected if close attention to preoperative and 
postoperative details is undertaken. 

—Richard L. Lawton, M.D. 


Effect of Autonomic Drugs on Gastroesophageal Re- 
flux. AcostINHO BETTARELLO, STEWART G. TUTTLE, 
and Morton I. Grossman. Gastroenterology, 1960, 39: 
340. 


Tuis stupy was undertaken to determine the effects 
of atropine sulfate and bethanechol chloride on the 
esophagus by means of simultaneous measurement 
of intraluminal pressure and pu. Thirty-six patients 
were studied. 

Twenty-seven subjects received atropine sulfate. 
Twenty-four of these had no evidence of acid reflux 
before medication. After the atropinization, 14 pa- 
tients in the latter group showed gastroesophageal 
regurgitation. A statistically significant fall in the 
pressure at the effective diaphragmatic hiatus was 
also observed. 

Nine persons were given bethanechol chloride. 
Eight of these had clinical evidence of esophagitis, 
and spontaneous acid regurgitation was demonstrated 
prior to medication. After administration of bethane- 
chol, 4 of the 8 failed to manifest acid reflux. There 
Was a statistically significant rise in mean pressure 
at the effective diaphragmatic hiatus. 
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That pressure changes greater than could be as- 
cribed to chance occurred in response to these two 
drugs suggests that a smooth muscle sphincter exists 
at the effective diaphragmatic hiatus. However, it 
was not possible in the individual patient to predict, 
on the basis of the height of the zone of increased 
pressure either before or after drug administration, 
whether reflux would occur. 

These studies suggest that atropine sulfate is 
contraindicated in the treatment of esophagitis. 

—Harold Laufman, M.D. 


Achalasia of the Esophagus. W. Spencer Payne, F. 
Henry E us, Jr., and ArTHuR M. O1sen. Arch. Surg., 
1960, 81: 411. 


SoME suRGEONS have expressed dissatisfaction with 
the results of the Heller operation in the treatment 
of cardiospasm, and various changes and additions 
to the operative procedure have been suggested. The 
present report reviews the results of esophagomyot- 
omy, a modified Heller procedure, in 108 patients 
with achalasia of the esophagus treated at the Mayo 
Clinic prior to 1 January 1960. 

No hospital deaths occurred, and postoperative 
complications were few. Complete follow-up data 
on 96 of these patients for periods ranging from 6 
months to 10.5 years since operation confirm the 
earlier impression that a properly performed esopha- 
gomyotomy gives sustained symptomatic improve- 
ment in more than 90 per cent of patients, with 
excellent or good results in approximately 80 per 
cent. These findings, plus the low incidence of sig- 
nificant esophageal reflux, justify the continued use 
of the modified Heller procedure withcut further 
change. At present, it does not appear to be necessary 
to employ extensive resective operations or gastric 
drainage procedures to obtain good results in cases of 
achalasia of the esophagus. 


Benign Inflammatory Postoperative Esophageal Ste- 
nosis. Epwarp B. BeNnepict. Gastroenterology, 1960, 39: 
85. 


THE AUTHOR REVIEWED 1,938 esophagoscopies per- 
formed at the Massachusetts General Hospital in 
Boston, Massachusetts after esophageal and gastric 
operations. He found 72 cases of benign inflammatory 
stenosis occurring at the stoma or higher in the esopha- 
gus between 18 days to 12 years after operation. 
Forty-three cases occurred after esophageal operation 
and 29 after gastric operation. 

Stenoses in both organs occurred after operation 
for carcinoma, whereas the remainder occurred after 
operation for benign conditions, such as duodenal 
ulcer, esophageal ulcer, hiatus hernia, congenital 
atresia, burns, and esophageal varices. The author 
is of the opinion that the following factors are respon- 
sible for these postoperative stenoses; improper selec- 
tion of cases without adequate medical treatment for 
the original gastric or esophageal operative result; 
poor choice of operative procedure; poor surgical 
technique; inadequate postoperative care; or lack of 
cooperation on the part of the patient in following 
the instructions of the surgeon. He cites 7 case reports 
illustrating these points. In conclusion, he advocates 
in nonmalignant cases an adequate trial of medical 
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therapy, plus bouginage in the esophageal stenoses, 
to be carried out before operation. 


—John 7. Hudock, M.D. 


A Study of the Left Colon as a Replacement for the 
Resected Esophagus. A. Rospert Beck and Ivan D. 
Baronorsky. Surgery, 1960, 48: 499. 


To DETERMINE THE ADEQuACY of blood supply in the 
left colon relative to the use of that structure as a re- 
placement for resected esophagus 20 postmortem dis- 
sections were performed. In each instance the entire 
colon was mobilized with the marginal artery intact, 
and all colic vessels except the middle colic were 
ligated. After the ileum and the sigmoid colon were 
transected, each end of the specimen was tested for 
length by laying it on the anterior chest wall over the 
sternum but exerting no tension on its middle colic 
artery pedicle. 

In every case the left colon was of adequate length 
to reach the chin, although in half of the cases this 
meant utilizing a maximum of 10 cm. of the sigmoid 
colon. The right colon could be brought to the chin in 
all but 4 cases, in which it reached at least to the 
suprasternal notch. 

Subsequent injection of radiopaque material into 
the middle colic artery followed by roentgenography 
revealed adequate blood supply of all colonic seg- 
ments. In practice, variations in the length of the 
middle colic and marginal arteries may affect the 
availability of colonic segments. Complete absence of 
the middle colic artery (4 per cent incidence), a rare 
discontinuity of the marginal artery, or concurrent 
disease in the colon may preclude the use of the colon 
for esophageal replacement. 

This method has the advantage of permitting total 
esophageal resection. It may be valuable in bypassing 
benign strictures or inoperable carcinomas, especially 
since the colon may be drawn through the medias- 
tinum without opening the chest. It may be useful as a 
first stage procedure, allowing radiation therapy and 
nutritional improvement before the second stage re- 
section is performed. 

The left colon has been used sucessfully by the 
authors for esophageal replacement in 3 cases. In 
another patiert, who died 8 days postoperatively, the 
colon transplant was intact with good blood supply 
and the anastomoses were healing well. 

—Stanley W. Tuell, M.D. 


The Colon in Esophagoplasty (Oesophagoplastik unter 
Verwendung des Dickdarmes). Zp. JEzioro. Zbl. 
Chir., Leipzig, 1960, 85: 1367. 


THERE ARE 4 TyPES of colonic esophagoplasty classi- 
fied on the basis of the blood vessels which can be used 
to supply the mobilized segment of colon: (1) Esopha- 
goplasty using the terminal ileum, the ascending colon, 
and the right half of the transverse colon, retaining the 
middle colic artery; (2) that using the ascending and 
transverse colon and the left colic artery; (3) that 
using the transverse and descending colon and the 
middle colic artery; and (4) that using the ascending 
and transverse colon and the ileocolic artery. Which 
of these 4 segments of bowel can be used in any given 
individual depends on the arrangement and sufficiency 
of the vascular arcades in the patient’s mesocolon. 


Eighteen esophagoplasties were performed by the 
author without mortality for strictures caused by 
ingestion of chemicals. Colonic esophagoplasties could 
be used in only 13 of the patients; in 5 the ileum and 
cecum were used to form the neoesophagus. In 6 
patients the ascending and transverse colon, supplied 
by the middle colic artery, was used; and in 7 patients 
the same segment of bowel, supplied by the left colic 
artery, was used. In each case the mobilized colon 
was brought up through the gastrohepatic ligament 
and its distal end was anastomosed to the anterior 
wall of the stomach. The colonic neoesophagus was 
then taken retrosternally and up into the neck for 
anastomosis with the proximal esophageal remnant or 
with the hypopharynx. 

Eight of the 13 colonic esophagoplasties were 
performed as 1 stage operations and 5 were performed 
in 2 stages. In 2 of the latter 5 patients esophageal 
fistulas developed and for this reason the author 
prefers the 1 stage operation. Functional results in 
patients with coloesophagoplasty were not as good as 
the results in patients for whom an ileocoloesophago- 
plasty had been performed. The transport of food 
in the colonic segment was mainly by gravity. When 
the patients lay horizontally, barium remained in the 
neoesophagus for a long time. 

—Elmer V. Dahl, M.D. 


Artificial Pneumomediastinum (Das kuenstliche Pneu- 
momediastinum). M. Bartéry, Cu. Coury, and J. L, 
Gmsert. Miinch. med. Wschr., 1960, 102: 1449. 


REHN in Germany reported the injection of contrast 
medium into the mediastinum for diagnostic medias- 
tinography in 1930. Condorelli in Italy in 1936 was 
the first to perform air insufflation into the medias- 
tinum. He used the transtracheal approach. His 
method was adopted by the authors in 1951 and up to 
January 1960 they have performed artificial pneumo- 
mediastinum in more than 400 cases. 

There is a direct and an indirect method for per- 
forming mediastinography. The direct method may 
be carried out transtracheally, especially if lesions are 
suspected to be around and at the hilus, or supra- 
sternally or retrosternally for the purpose of visual- 
izing substernal thyroids, lesions of the thymus, and 
dysembryomas. In the indirect method the sub- 
xiphoid or retroxiphoid route or the presacral ap- 
proach is used. This method is applicable especially 
for diagnosing low esophageal tumors or for demon- 
strating the thoracic descending aorta. 

The patient should have nothing by mouth. The 
authors suggest atropine and morphine as pre- 
medication. The air should be injected slowly under 
direct roentgenographic vision. The usual amount is 
400 to 500 c.c.; for presacral air insufflation about 
2,000 c.c. is needed. The authors did not observe any 
complications after the examinations. They stress 
that pneumomediastinography is only an additional 
diagnostic aid. —Frank R. Lichtenheld, M.D. 


Congenital Cysts of the Mediastinum (Considerazioni 
su alcuni casi di cisti del mediastino). A. PEssAGNO. 
Minerva med., Tor., 1960, 51: 1485. 


SEVEN cases of congenital mediastinal cysts studied 
at the Department of Radiology of the University of 
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Genoa Medical School, Italy are reported. All patients 
of the series were subsequently operated upon and 
the roentgenologic diagnosis was confirmed by patho- 
logic examination. The series includes 2 bronchogenic 
cysts, 2 cysts of the pericardium, and 3 dermoid cysts. 
Details of the history, physical examination, and 
operative report of each patient are given. Emphasis 
js put on the roentgenologic findings. Among the 
various roentgenologic tests used by the author in the 
assessment of the diagnostic problem, the tomogram 
proved to be most useful. Pneumomediastinum, 
venography, and angiocardiography were also used 
on occasion and were of help in making a correct 
diagnosis. 

The following roentgenologic features of the differ- 
ent types of cysts are pointed out: Bronchogenic cysts 
appear on the roentgenogram as round, well defined 
masses of homogeneous intensity, usually located in 
the midmediastinum. Pericardial cysts are commonly 
seen at the right pericardiophrenic angle, less fre- 
quently at the left. ‘They appear as round masses with 
well defined contours. Dermoid cysts are located in 
the upper division of the anterior mediastinum on 
either side of the midline. Calcium as well as a fluid 
level may be present. —Riccardo Benvenuto, M.D. 


Idiopathic Acquired Agammaglobulinemia Associ- 
ated with Thymoma. JosepH Garni, DAN MICHAELI, 
and Harry HEtter. NV. England J. M., 1960, 263: 536. 


THE AUTHORS STUDIED 6 patients, 2 of their own and 4 
from the world literature, with acquired idiopathic 
agammaglobulinemia and thymoma. There were 4 
females and 2 males. In all cases a mediastinal tumor 
was noted before the diagnosis of agammaglobuline- 
mia was established. In 5 of 6 tumors it was noted 
that microscopically the dominant cellular elements 
were epithelial, reticulum, and spindle cells. In 1 
case the tumor was malignant. Agammaglobulinemia 
was found in 6 of 46 cases of idiopathic acquired 
agammaglobulinemia. Because of this, the authors are 
of the opinion that if a thymoma is looked for in every 
case of acquired agammaglobulinemia and if electro- 
phoretic studies are performed in every case of thy- 
moma, many more cases may be found. The patho- 
physical mechanism underlying the association of 
thymoma and agammaglobulinemia remains unex- 
plained and requires further investigation for the exact 
answer. —John 7. Hudock; M.D. 


DIAPHRAGM 


Muscular Effort and Posture in Hiatus Hernia. C. 
Craic. Med. 7. Australia, 1960, 2: 178. 


By THE APPLICATION of heavy passive pressure in 800 
consecutive patients in the prone position, a hiatus 
hernia was demonstrated in 18 per cent. Only a few 
of these hernias were believed to be symptomatic, and 
almost all were easily reducible. The sliding type of 
hernia was encountered in all instances. There appears 
to be a 10 per cent chance that a hiatus hernia will 
become large, and a 3 per cent chance that it will be- 
come both large and irreducible. 

A small cylindrical bolster is placed under the ab- 
domen in such a way that its flat surfaces rest against 
the table and the patient. A roentgenogram is taken 
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prior to and during the ingestion of barium. If there 
is any doubt, a right lateral film is also taken. When 
the patient is prone, the barium sinks to the distal 
part of the stomach. In order to test for regurgitation, 
the patient is consequently turned on his back. A 
broad canvas belt is applied, beneath which is secured 
a football bladder in a bag. The bladder is blown up, 
and the patient is placed in the left occipitoanterior 
position and is asked to strain. The combination of 
active and passive pressure will sometimes force the 
hernia out. If it will not come out, the patient is again 
placed in the prone position and with the bladder still 
blown up, the bolster is replaced. Once the hernia re- 
appears, it is hoped that the pressure of the inflated 
bladder will keep it out in the supine position so that 
regurgitation may be evaluated. 

Various forms of muscular activity and posture were 
evaluated with respect to their influence on the induc- 
tion of this type of hernia. In no case could herniation 
be produced by muscular effort in the erect position. 
Symptomatic hiatus hernias are occasionally seen in 
people who sit for long periods in a slumped or loung- 
ing position. Two attempts were made without suc- 
cess to reproduce large hernias in patients in a sitting 
position with the upper part of the body flexed over 
the thighs and straining. 

Bending fully forward is one of the well known 
methods of producing a hiatus hernia but it is not a 
natural position. When the knee is bent as in digging, 
the pressure produced is not as great. The full squat- 
ting position, however, is an efficient one for herni- 
ation and should be avoided. The putting on of a 
tight belt is not effective in producing a hernia in the 
erect position; however if the patient stoops, the effect 
of passive pressure is exaggerated. Tight belts and 
corsets are therefore dangerous. Because of the suction 
action of long, deep inspirations, gravity must be used 
in an attempt to keep the sac empty during the night. 
The great drawback in the supine position is that the 
secretions are at the fundus. As one turns to the left, 
gravity becomes more effective. In the semiprone po- 
sition, whether the inclination is to the left or toward 
the right, gravity is effective in drawing the stomach 
and its contents away from the hiatus. 

— Stuart L. Scheiner, M.D. 


The Relation Between Hiatal Hernia and Reflux 
Esophagitis (Beziehungen zwischen Hiatushernie und 
Refluxoesophagitis). R. Nissen. Miinch. med. Wschr., 
1960, 102: 1472. 


THE RELATIONSHIP existing between a slipped hernia 
of the hiatus and reflux esophagitis may occasionally 
be interpreted as follows: regurgitation of the gastric 
juice precedes the formation of the hernia by a long 
time and is perhaps its cause. Therefore, the opera- 
tion should not be primarily removal of the hernia 
sac but functional reconstruction of the cardia. 

The author’s experience is based on 231 patients 
with hiatal hernia who underwent operation. He 
believes that a fundoplication is the best method for 
reconstruction of the cardia. In his last series of 122 
cases this operation proved to be successful in 120 
cases. Two patients had a recurrence and had to be 
reoperated upon. It was found that the previously 
placed sutures had cut through. 
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Fundoplication is recommended for: (1) reflux 
esophagitis without hernia, (2) reflux with a small 
sliding hiatal hernia, and (3) large sliding hiatal 
hernias associated with marked reflux symptoms. In 
such cases a gastropexy should be carried out at the 
same time as the fundoplication. 

—Frank R. Lichtenheld, M.D. 


Traumatic Diaphragmatic Hernia (Les divers aspects 
des hernies diaphragmatiques traumatiques). 
Razemon and M. Russet. Lille chir., 1960, 15: 67. 


TRAUMATIC DIAPHRAGMATIC HERNIAS are observed more 
and more frequently as a result of more and more 
automobile accidents and are diagnosed more fre- 
quently as a result of more general critical examina- 
tion of the roentgenograms. 

The diaphragmatic hernias observed are, in the 
great majority of cases, in adult males. These hernias 
occur more frequently on the left side than on the 
right. The authors list four possible causes: (1) Shock 
modification of the diameter of the thorax and increase 
in the abdominal pressure; (2) possible thoracic or 
abdominal entrance of a projectile; (3) rarely, a 
diaphragmatic scar after purulent pleurisy or sub- 
phrenic abscess; and(4) too low drainage, or aruptured 
muscle, after phrenotomy. 


The opening of the hernia is posterolateral and 
extends along the long muscle fibers. It is often large, 
and borders retract, allowing a large hernia to pass 
into the thorax where it rapidly adheres to the dia- 
phragm and lung. Replacement is important. When 
the opening is small the hernia is small and replace- 
ment is less important, but the danger of strangulation 
is much greater. 

A diaphragmatic hernia is usually associated with 
other injuries. A roentgenogram is of the greatest 
importance in order to make a diagnosis. The symptoms 
are varied, according to the size of the hernia and the 
organs involved. There is usually pneumoperitoneum, 
which makes the diagnosis. 

Complications are rare. There may be crises with 
severe pain and vomiting for several hours. A spon- 
taneous rupture occurs rarely. 

One must think of a diaphragmatic hernia in all 
cases of thoracicoabdominal wounds, in cases with both 
thoracic and abdominal signs, and in all cases with 
cardiothoracicoabdominal signs. Almost all of these 
hernias become strangulated sooner or later. The 
diagnosis is possible clinically and easy radiologically. 
Any diaphragmatic hernia should be operated upon, 
and the operation is almost always simple. 

—Miuriam Miller, M.D. 
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ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Clinical Experiences with Preperitoneal Hernial 
Repair for All Types of Hernia of the Groin. Ltoyp 
M. Nuyus, Rosert E. Connon, and Henry N: 
Harkins. Am. 7. Surg., 1960, 100: 234. 


ANY OPERATIVE APPROACH in inguinofemoral hernias 
to be practical must intrinsically allow for immediate 
repair of indirect, direct, or femoral hernias. The 
concept of approaching hernias of the groin from in- 
side the inguinal abdominal floor preperitoneally 
rather than from the outside is generally attributed to 
Cheatle and Henry. This concept has failed to gain 
widespread acceptance except possibly in the treat- 
ment of femoral hernia. The authors believe that it 
has not been recognized that tissues are available in 
the preperitoneal approach for simple, yet apparently 
adequate, repair of each type of hernia of the groin. 
They have utilized this approach for the repair of 213 
separate inguinal and femoral hernias in 150 patients. 
There has been a recurrent hernia rate of approxi- 
mately 2 per cent in their series. Success of the pre- 
peritoneal technique depends upon a thorough under- 
standing of the transversalis fascia and its analogues, 
combined with proper utilization of this anatomic 
structure for repair whether the hernia be femoral, 
direct, or indirect inguinal. 

The abdominal wall is a multilaminar structure 
consisting of musculoaponeurotic layers ensheathed 
in their fascias, together with an internal or pre- 
peritoneal and an external or subcutaneous layer of 
fat, and limited by an internal endothelium, the 
peritoneum, and an external epithelium, the skin. 
Disruption, relaxation, or stretching of one or more of 
these abdominal laminas gives rise to a hernia. The 
essential object of a hernial repair is anatomic restora- 
tion to the normal laminar situation. This anatomical- 
ly and surgically rational conception of herniorrhaphy 
has been widely accepted and practiced, particularly 
with regard to hernias of the groin. 

In the groin, inguinofemoral hernias all have in 
common the fact that each consists of a breakdown in 
the lamina of the abdominal wall known as the trans- 
versalis fascia. Direct inguinal hernia is a breakdown 
of transversalis fascia where it forms the posterior 
wall of the inguinal canal; indirect inguinal hernia is a 
disruption of the transversalis fascia lamina at the 
margins of the internal (abdominal) inguinal ring; it 
may progress to also involve the posterior wall of the 
inguinal canal. A femoral hernia is a disruption of 
structures of the transversalis fascia lamina at the 
orifice of the femoral canal. In every case of inguino- 
femoral hernia, the basis of repair should be an ana- 
tomic restoration of the continuity and integrity of the 
disrupted transversalis fascia lamina in the region of 
the groin. 

Adherence to the principle of restoration of ana- 
tomic integrity of transversalis fascia in groin hernior- 
thaphy does not imply an unalterable commitment to 


utilize only transversalis fascia in the repair. However, 
it does imply that the structures which are utilized for 
repair lie within the transversalis lamina of the ingui- 
nal region. 

It is sometimes found that the true transversalis 
fascia is a veil, a thin filmy layer totally incapable of 
retaining a suture. Nonetheless, this layer still forms 
the essential guide to repair since it defines the lamina 
within which repair should be carried out. The struc- 
tures which are often actually utilized in the hernior- 
rhaphy are a group of ligamentous and aponeurotic 
structures closely associated with the transversalis 
fascia and are termed transversalis fascia analogues. 
They are capable of retaining heavy sutures and pro- 
viding the strength required for the reapproximation 
and restoration of continuity of the transversalis fascia. 
This distinction between transversalis fascia proper 
and transversalis fascia analogues has been made in 
order to help clarify the conception of the principle 
of laminar repair. 

The authors present a detailed review of the ana- 
tomy as well as features of their technique for the 
various types of hernia repair. The ultimate worth of 
these techniques is yet to be proved but the authors 
interpret their results to date as encouraging. 

— James H. Holman, M.D. 


Incisional Hernia Repair. FREDERICK W. TayLor and 
Joe G. Jontz. Surgery, 1960, 48: 528. 


THE AUTHORS express the opinion that hernias are 
anatomic problems to be treated by anatomic and 
surgical methods. They state that it is seldom necessary 
and never desirable to rely on a foreign body patch 
to support hernial repairs. Therefore, they advocate 
the use of a fixed figure-of-eight retention suture for 
the relief of wound tension in the repair of incisional 
hernias. 

The usual retention suture is said to have little or 
no effect in relieving strain on the wound. The most it 
can ever accomplish is to hold the skin margins to- 
gether and exert slight upward pressure on the wound. 
In contrast to this is the crossed type of retention 
or figure-of-eight suture which employs the necessary 
feature of a fixed lateral point from which to exert 
tension. This suture may grasp only the anterior 
fascia or it may surround the entire muscular and 
fascial layers. 

The sutures should be placed at 1 inch intervals 
and left in place for 2 weeks. The authors use this 
suture only as a splint to relieve tension on the wound. 
Though these sutures may become loose after 5 days, 
it is the authors’ opinion that they still serve a useful 
function during the stress of muscular effort and exert 
no tension when the abdominal wall is relaxed. Several 
types of racks were used over which the retention 
suture could be tied. None seemed entirely satisfac- 
tory; however, a special plastic bridge appeared to 
have several advantages over the others, such as 
ready access to the underlying wound. 

—John 7. Hudock, M.D. 
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GASTROINTESTINAL TRACT 


Gastric Biopsy in Pediatrics (La biopsia gastrica in 
pediatria). R. Cuer1 and M. DopErRo. Minerva med., 
Tor., 1960, 51: 2510. 


THE AUTHORS have been performing gastric biopsy 
on children at the University of Genoa, Italy, em- 
ploying the aspiration-section technique that is used 
in adults. A semirigid, spiral, metallic tube covered 
by a polyvinyl sheath is used. The tube is 90 cm. long 
and 3 mm. in diameter. A metallic cylinder with a 
hemispherical end, which prevents perforation, is 
located on the distal part of the tube. This cylinder 
contains a cutting cylinder which can be pulled by 
means of a metallic wire. Small segments of tissue 
are obtained. 

The instrument is passed under digital guidance 
with the child in a semisitting position. Resistance 
is encountered at the cardia and again when the 
instrument reaches the fundus of the stomach. About 
50 to 100 c.c. of gastric contents are aspirated and 
then the biopsy specimen is obtained by pulling on the 
metallic cutting cylinder. 

The authors report on their first 20 cases. They 
were successful in obtaining an adequate biopsy 
specimen in 19 cases. The patients ages varied from 
30 days to 9 years. In the 1 case in which no tissue 
was obtained the procedure was repeated with good 
results. A fragment varying from 1.5 to 2 mm. in 
diameter was obtained in all cases. Histologically, 
fundal gastric mucosa from epithelium down to the 
muscularis mucosa was demonstrated. 

Contraindications to this procedure are coagulation 
defects, cardiac disease, and esophageal malforma- 
tions. There were no untoward effects in the cases 
reported. The authors believe that this instrument 
will be a great aid in the study of the gastric mucosa 
of children and in the diagnosis of gastropathies 
in infants. —Lucian 7. Fronduti, M.D. 


Uropepsin Excretion in the Differential Diagnosis of 
Gastrointestinal Bleeding. Arvin J. Cummins. Ann. 
Int. M., 1960, 52: 1213. 


THE CHIEF CELLS of gastric glands secrete pepsinogen 
into the gastric lumen and blood at a ratio of 99 to 1. 
This proteolytic enzyme is converted by hydrochloric 
acid in the stomach to pepsin, while that in the blood 
is excreted in acid urine as uropepsin. Urinary ex- 
cretion of uropepsin roughly parallels gastric secretion, 
and the rate of excretion is fairly constant and in- 
dependent of urinary volume. The author has in- 
vestigated the use of uropepsin excretion as a relatively 
simple test to aid in the rapid diagnosis of the source 
of gastrointestinal bleeding so that prompt medical or 
surgical treatment may be instituted. The study was 
carried out on 124 patients admitted on a medical 
service with bloody stools, melena, and/or hematem- 
esis. A 2 hour urine sample was promptly collected 
in each case. The laboratory determination of uro- 
pepsin, including collection time, required 3.5 hours 
or less. 

Of these 124 patients, 68 had peptic ulcer disease, 
32 had other bleeding lesions without ulcer, and 24 
cases defied accurate diagnosis. In the ulcer group 
were 53 duodenal ulcers, 11 gastric ulcers, 2 esophag- 


eal, and 2 anastomotic ulcers. In the nonulcer group, 
8 patients had gastric carcinoma, 5 had hiatus hernia, 
4 had esophageal varices, 3 had polyps of the colon, 
and the other 12 were miscellaneous bleeding lesions 
or conditions. A high uropepsin excretion of over 700 
units in 2 hours was highly suggestive of duodenal 
ulcer, and 47 per cent of such patients exceeded this 
level. Only 2 of 32 patients without ulcer disease ex- 
ceeded 700 units. No patient without peptic ulcer 
excreted more than 1,400 units in 2 hours, whereas 
nearly 10 per cent of those with duodenal ulcer did. 
In differentiating bleeding esophageal varices from 
duodenal ulcer, 81 per cent of ulcer patients exceeded 
the highest value (346 units in 2 hours) produced by a 
patient bleeding from esophageal varices. 
Uropepsin/creatinine ratios were determined on 
two-thirds of the patients, but this factor did not en- 
hance the value of the basic test. However, in patients 
with increased blood levels of nonprotein nitrogen, 
over 60 mgm. per cent, uropepsin levels were de- 
pressed, probably due to renal excretory impairment. 
Consequently, simultaneous NPN determination with 
uropepsin level is advised. The administration of 
anticholinergic drugs also appeared to decrease uro- 
pepsin excretion slightly. Other investigators have 
shown the value of the bromsulphalein test in ex- 
cluding cirrhosis of the liver in bleeding patients. The 
determination of blood ammonia concentration is 
even more reliable in differentiating cirrhotic patients 
from noncirrhotic patients who are bleeding. The 
author suggests that the addition of the 2 hour uro- 
pepsin determination, as an aid especially in iden- 
tifying peptic ulcer bleeding, may further enhance 
rapid diagnostic accuracy in cases of gastrointestinal 
hemorrhage —Enmile L. Meine, Jr. M.D. 


The Surgical Management of Massive Upper Gastro- 
intestinal Hemorrhage Due to Cardioesophageal 
Mucosal Lacerations. L. H. STAHLGREN and C. S. 
Line. Surgery, 1960, 48: 332. 


THE AUTHORS describe the surgical management of 1 
patient with massive upper gastrointestinal hemor- 
rhage caused by cardioesophageal mucosal lacer- 
ations, the Mallory-Weiss syndrome. As a result of 
this experience, they now favor a preliminary gas- 
trotomy and a thorough inspection of the cardio- 
esophageal area in patients with a history of al- 
coholism or those in whom blood-free vomiting or 
retching preceded hematemesis. 

Two undesirable results may follow a surgeon’s 
failure to appreciate the significance of cardio- 
esophageal mucosal lacerations as a cause of massive 
upper gastrointestinal hemorrhage. The bleeding 
point may be overlooked at operation if the rugal 
folds in the gastric cardia are not carefully inspected. 
In that event, recurrent or persistent hemorrhage 
may be expected, or the patient may be subjected to 
an unnecessary gastric resection. Once the diagnosis 
of cardioesophageal mucosal laceration is established, 
the bleeding can be controlled by suture of the lacer- 
ations. Therefore, it is imperative that the surgeon 
should not only correctly identify the source of bleeding 
but that he should also avoid a major procedure such 
as a gastric resection in an effort to control it. 

—Robert Turell, M.D. 





Hiatus Hernia, a Cause of Gastrointestinal Hemor- 

rhage. Pau. Marcuanp. Brit. 7. Surg., 1960, 47: 515. 
HEMORRHAGE as a complication of hiatus hernia has 
only recently been described. The bleeding is believed 
to be the result of esophagitis, duodenal ulceration, or 
gastric ulceration within the hernia itself. The ob- 
jective of the author is to demonstrate that hemor- 
rhage may complicate the hiatus hernia; to determine 
its cause in large, rolling but otherwise uncomplicated 
hernias; and to emphasize that this diagnosis should 
always be considered in cases of uninvestigated 
gastrointestinal hemorrhage. 

A series of 138 patients consecutively arranged is 
included. Traction types of hernias are excluded, as 
are children. It is maintained that rolling hernias are 
not subdivisible into paraesophageal and composite 
hernias and are usually the type in which upper dis- 
placement of the cardia of the stomach is demon- 
strated. Thirty-seven patients, 27 per cent, bled at 
some stage of the disease; 15 of this group had rolling 
hernias and 22 had sliding hernias. Massive hemor- 
rhage was found associated with the rolling hernia in 
10 cases, with the incarcerated sliding hernia in 2 
cases, and due to causes unrelated to the hernia in 7 
cases. 

In most instances hemorrhages unrelated to the 
hernia were due to duodenal ulceration. In this series 
7 patients also described as admitted for serious 
anemias had no history of overt hemorrhage. There is 
little doubt that 4 seriously anemic patients with in- 
carcerated rolling hernias were bleeding from the 
mucosa of the herniated stomach. Eleven patients ex- 
perienced minor hemorrhage and 9 of these patients 
had hematemesis associated with the esophagitis, 5 of 
them with strictures and 2 with associated duodenal 
ulcers. 

Severe hemorrhage predominantly complicates 
those large hernias in which considerable amounts of 
stomach have passed into the mediastinum. Mild 
hemorrhages are usually found as a complication of 
sliding hernia with reflux esophagitis. 

Incarceration can frequently be noted on the 
roentgenogram when there is a fluid level demon- 
strated in the mediastinum, when there is a persistent 
mediastinal shadow, either solid or air-containing, 
when there is demonstration of the hernia with 
barium swallowed in the erect position, or when 
there is a finding of incarceration of the hernia at 
operation. 

The hiatus hernia should be considered together 
with the more usual types of peptic ulceration and 
esophageal varices whenever the problem of un- 
—_—— gastrointestinal hemorrhage presents it- 
self. 

Hernias that bleed are large, and before implicating 
the hernia as a source of bleeding a large defect ad- 
mitting several fingers must be found. If there is a 
chronic ulcer, it is usually excised by wedge resection 
or partial gastrectomy, but herniorrhaphy alone may 
be equally curative. The most satisfactory approach is 
through a thoracoabdominal incision, and an Allison 
type of repair is performed. In large defects the hiatal 
limbs are supported above by suturing a nylon mesh 
perforated to accommodate the esophagus around the 
Narrowed hiatus. —W. Harrison Mehn, M.D. 
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Perforated Peptic Ulcer. Giovanni Cutappe. Harper 

Hosp. Bull., Detr., 1960, 18: 227. 

THE AUTHOR REVIEWS a series of 100 patients with 
perforated peptic ulcer seen at the Harper Hospital, 
Detroit, Michigan from January 1953 through De- © 
cember 1959. All of the patients were admitted as 
acute emergencies and the correct diagnosis was made 
in 96 cases. Three were diagnosed as acute appen- 
dicitis and 1 as acute pancreatitis. Two of the patients 
were on steroid therapy at the time of perforation. 
Four times as many men as women were involved in 
this series. 

In 15 patients the clinical evidence was so over- 
whelming that no roentgenographic films were neces- 
sary. In the remaining 85 patients roentgenograms 
demonstrated free air in 66, 77.6 per cent. The aver- 
age elapsed time between perforation and treatment 
was 10 hours. History of previous gastrointestinal 
disturbance was present in only 74 patients. 

Conservative treatment with gastric suction was 
carried out in 16 patients; There were 6 deaths, 37.5 
per cent. All of these patients were more than 60 
years of age, and the perforation had occurred more 
than 24 hours before treatment was instituted. All 
were studied at autopsy and the cause of death was 
peritonitis with unsealed perforation in 5 and myo- 
cardial infarction in 1. 

Simple surgical closure was carried out in 74 pa- 
tients, exploration of the abdomen in 4 cases, a 
gastrojejunostomy and simple closure in 2 cases, and 
emergency subtotal gastrectomy in 3 patients. There 
were no deaths in the patients treated by surgery. 

Length of hospitalization was 19 days for those 
treated conservatively, 12 days after simple surgical 
closure, and 7 days after subtotal gastrectomy. There 
were 11 complications in the surgical group. Follow- 
up study showed that 70 per cent of the patients with 
perforated peptic ulcer later required either con- 
tinuing medical treatment or definitive surgery. 

—David E. Hallstrand, M.D. 


Surgical Management of Peptic Ulcer in the Elderly 
Patient. Joun E. Orson. Surg. Clin. N. America, 1960, 
40: 941. 


A REviEw of the records of 697 consecutive peptic 
ulcer patients hospitalized at the Mary Imogene 
Bassett Hospital, Cooperstown, New York revealed 
that 279, 40 per cent, were more than 60 years of age. 
Almost one-third of the 238 surgical procedures for the 
treatment of benign peptic ulcer were performed on 
individuals more than 60 years of age. Forty of the 
lesions were duodenal ulcers, 34 were gastric, and 2 
were combined gastric and duodenal. 

If the general condition of the patient offered no 
contraindication to extensive operation, gastrectomy 
was always recommended if a gastric ulcer was not 
completely healed after 3 weeks of strict medical 
treatment. Twenty-nine of the operations were per- 
formed because of hemorrhage, 13 of these as emer- 
gencies because of inability to replace the loss of blood 
with transfusions. Pyloric obstruction was the indi- 
cation for operation in 22 per cent of the patients 
operated upon. Perforation occurred in 6 in the group. 
Nine of the patients were treated surgically because of 
intractability to medical management. 
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Approximately 75 per cent of the patients in this 
series had evidence of coexistent disease or diminished 
physiologic reserve. Pulmonary disorderssuperimposed 
on pre-existing pulmonary disease are the most fre- 
quently encountered postoperative complications in 
elderly patients. These hazards can be alleviated by 
the institution of rigorous treatment started before 
operation and continued thereafter, designed to pro- 
mote maximal respiratory exchange and minimal 
retention of tracheobronchial secretions. 

The general postoperative care is directed toward 
decreasing complications by early ambulation, by 
minimal sedation and narcosis, and by progression to 
oral feedings as soon as possible. 

The incidence of early postoperative complications 
was 41 per cent. Those most frequently encountered 
were pulmonary in origin, with a significant number 
involving the cardiovascular system, the anastomosis, 
and the abdominal wound. 

The over-all mortality rate was 8 per cent in this 
group of elderly patients, in comparison with a 3 per 
cent postoperative death rate in patients less than 60 
years of age who underwent operation for peptic ulcer 
during the same period of time. 

An analysis of each case resulting in death is given. 

— Bernard CG. Gerber, M.D. 


The Mechanism of Pyloric Stenosis and Its Relation- 
ship to Preoperative Preparation. Hucu B. Lynn. 
Arch. Surg., 1960, 81: 453. 


THE AUTHOR has compared the methods of preoper- 
ative preparation used for infants with pyloric stenosis 
on the private and staff services of the Louisville 
Children’s Hospital in Louisville, Kentucky. 

On the private service, the emphasis has been pri- 
marily on the parenteral route for hydration and res- 
toration of electrolytes, whereas on the staff service 
the oral route is used almost to the exclusion of the 
other. Ninety-two per cent of the private patients 
were so prepared with blood and electrolytic fluids as 
compared with 18 per cent of the staff cases. 

Although there are very few objective criteria with 
which to evaluate the two methods, it was the author’s 
impression that physiologic hydration by the oral 
route has led to smoother surgical procedures with 
less stormy convalescence. There has been less edema 
and free peritoneal fluid in the staff patients, and 
postoperative vomiting occurred at least once in only 
32 per cent of the staff cases, whereas it occurred in 
66 per cent of the private patients. The average total 
hospital stay was 1 day shorter for staff than for pri- 
vate patients. — Harvey N. Lippman, M.D. 


Operative Treatment of Hypertrophic Pyloric Sten- 
osis in the Infant (Erfahrungen ueber die operative 
Behandlung der spastisch-hypertrophischen Pylorus- 
stenose der Saeuglinge). H. OBERDALHOFF. Chirurg, 
1960, 9: 397. 


On THE Basis of 403 cases of pyloric stenosis, the 
author discusses the merits of operative intervention. 
The mortality given for conservative treatment by 
various clinics ranges from 4 to 9 per cent, whereas 
that of operative intervention lies between 1.6 and 1.8 
per cent. In the 403 cases, in all of which operation 
was performed, not 1 death occurred. 


The average preoperative interval was 3.9 days, less 
time being allowed for emergencies. Preoperative 
medication consisted of luminal and demerol hydro. 
chloride; the operation was performed under local 
anesthesia, using .25 per cent novocaine. In 10 per 
cent of the cases open drop ether was used. The 
pylorus was approached through a right-sided para- 
median transrectus incision. Incision into the pyloric 
mucosa is avoided by using a longitudinal incision 
above the antrum and freeing the muscle with blunt 
dissection. The first feedings follow 24 to 36 hours 
after operation. 

The average postoperative stay was 20.7 days. 
Among the complications were 7 perforations of the 
pyloric mucosa and 1 massive hemorrhage from the 
gastric musculature. Wound infection developed in 4 
infants. A follow-up study of 100 patients in 1958 re- 
vealed normal growth in all. 

—Andrew P. Adams, M.D. 


Vagotomy and Pyloroplasty. Jack MaTTHEws Farris 
and Gorpon Knicnut Smiru. Ann. Surg., 1960, 152: 
416. 


THE AUTHORS REPORT the results in 48 patients who 
were operated upon either because of an acute bleed- 
ing duodenal ulcer or bleeding within a week of the 
time of operation and in whom the operation con- 
sisted of transfixion of the bleeding site with sutures 
and vagotomy and pyloroplasty as the operation to 
prevent recurrence. In 18 of the patients bleeding was 
the outstanding feature of the preoperative history, 
although it had ceased prior to operation, and the 
remaining 30 patients were bleeding either at the 
time of or during the immediate 7 days prior to the 
operation. The average hemoglobin level was 8 grams 
prior to operation, and the average amount of trans- 
fused whole blood per patient was 3,500 ml. 

These patients were followed up by personal con- 
tact in 43 and questionnaire in 2, and 1 was lost from 
follow-up. Results of therapy show that there were 2 
deaths in the series, 3 patients had subsequent bleed- 
ing, and 1 of these required reoperation. In general, 
the group would appear to be more satisfied by this 
procedure than by gastroenterostomy with vagotomy. 
About 20 per cent of the patients had a transient diar- 
rhea in the postoperative period, although it cleared 
in all instances without difficulty. There would appear 
to be little or no difficulty with the maintenance of 
weight, nutritional disorders, or the dumping syn- 
drome in this group of patients. 

— John H. Davis, M.D. 


Vagotomy and Pyloroplasty for Acute Perforated 
Duodenal Ulcer. Joun S. Preranpozzi1, Davin B 
Hinsnaw, and CLARENCE E, Starrorp. Am. 7. Surg., 
1960, 100: 245. 


THE AUTHORS reported on 75 patients with acute per- 
forated duodenal ulcer who were treated by a Heineke- 
Mikulicz pyloroplasty and subdiaphragmatic vagot- 
omy at the Los Angeles County and White Memorial 
Hospitals in Los Angeles, California. The authors 
stress the facts that approximately 60 per cent of pa- 
tients treated by simple closure eventually require 
definitive surgery and that vagotomy with pyloro- 
plasty or gastroenterostomy is a definitive operative 
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procedure for duodenal ulcer of lesser magnitude than 
gastric resection and is associated with lower mor- 
tality, 1.3 per cent, and fewer postoperative sequelae. 
It is of interest to note that in 13 per cent of the cases 
there was an associated duodenal ulcer of the posterior 
wall. 

Technically, the operation can be performed with- 
out obstructing the duodenal lumen if a careful 2 
layer noninverting closure is made. Mediastinitis and 
duodenal leakage were not seen in this group of pa- 
tients. Gastroenterostomy rather than a pyloroplasty 
had to be performed in 1 patient because of the dis- 
tance of the perforation from the pylorus. This study is 
still in a preliminary stage and long term observations 
are to be reported subsequently. 

—John 7. Hudock, M.D. 


Gastroenterostomy and Pyloroplasty After Vagotomy. 
H. W. Heupet and L. J. Hay. Arch. Surg., 1960, 81: 
419, 


THE SUPERIORITY of vagotomy with pyloroplasty over 
vagotomy with gastroenterostomy in the prevention 
of histamine induced ulcers in the dog is convincingly 
established. Ulcers developed in 5 of 10 control 
animals to which 1 mgm. of histamine base per 
pound was administered daily for 28 days. Pyloro- 
plasty resulted in a 40 per cent ulcer occurrence rate 
under stimulation with histamine. Vagotomy and 
pyloroplasty prevented histamine induced ulcers in all 
12 dogs so studied. Later conversion of 9 dogs which 
had previously undergone vagotomy with pyloro- 
plasty to vagotomy with gastroenterostomy resulted 
ina 100 per cent incidence of gastrojejunal ulcer when 
stimulation with histamine was added. 

To explain these findings, further studies were made 
on dogs with Heidenhain pouches. Acid output from 
the Heidenhain pouches was augmented when the 
duodenum was infused with one-tenth normal sodium 
hydroxide and was decreased when the duodenum 
was infused with one-tenth normal hydrochloric acid. 
The latter was reproducible in the vagotomized dog 
as well as in the animal with vagi intact. Lack of this 
inhibitory influence of acid in an operative arrange- 
ment where the duodenum is excluded from the pas- 
sage of food, as in vagotomy and gastroenterostomy, 
may account for the occurrence of jejunal ulcers and 
the difference which is described between vagotomy 
with pyloroplasty and vagotomy with gastroenteros- 
tomy. —Lloyd D. MacLean, M.D. 


Duodenocolic Fistulas (Le fistole duodeno-coliche). 
Ferruccio Macont. Riforma med., 1960, 74: 800. 


THE AUTHOR REPORTS a case of duodenocolic fistula 
seen at the University of Pavia, Italy. A total of 120 
patients with neoplasm of the large bowel were seen 
in 10 years, and this was the only case of its type. 

A 58 year old female was treated for hypochromic 
anemia 1 year earlier. Roentgenographic studies of 
the intestinal tract showed no organic lesion. She was 
dismissed in an improved state and felt well until 20 
days before admission when she had an episode of 
melena. While she was under observation, abdominal 
cramps and distention developed. A sudden attack of 
severe pain was followed by vomiting of fecal matter. 
A flat plate study of the abdomen revealed water and 
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air levels in the intestine. A diagnosis of intestinal ob- 
struction was made and the patient was rehospitalized. 
She was considered in poor condition and given 
medical treatment for the obstruction. After 24 hours, 
she began to expel gas, the abdomen became less 
tense, vomiting of fecal matter subsided, and the pa- 
tient improved. A barium enema was then given and 
showed a stenosing lesion of the ascending colon. A 
bowel regimen was then instituted in preparation for 
operation. On the fourth day severe pain developed in 
the right iliac fossa and later became generalized. 
This was followed by severe shock and the patient 
died. At autopsy she was found to have a carcinoma 
of the colon with perforation into the duodenum and 
into the free peritoneal cavity. 

It was thought that the perforation into the duo- 
denum occurred about 10 days before with the onset 
of vomiting of fecal matter, and that perforation into 
the free peritoneal cavity occurred with the »roduc- 
tion of sudden severe pain and shock jus. before 
death. The diagnosis of duodenocolic fistula was not 
established before death. Vomiting of fecal material is 
characteristic of a fistula but this is usually not ac- 
companied by obstruction. The presence of obstruc- 
tion in this patient made the diagnosis difficult. A re- 
view of the literature is presented and the infrequency 
of duodenocolic fistulas is emphasized. 

—Lucian 7. Fronduti, M.D. 


Experience with Intestinal Plication and a Proposed 
Modification. Westey A. Cuitps and Ricnarp B. 
Puiturps. Ann. Surg., 1960, 152: 258. 


THE AUTHORS REPORT their results with the plication 
procedure of Noble in 15 patients and conclude that 
this method is effective in the treatment of chronic or 
recurrent intestinal obstruction. Three disadvantages 
became apparent in the technique heretofore pro- 
posed. The first disadvantage is the occurrence of 
fistulas between plicated loops of small intestine. 
These fistulas may perforate if the bowel becomes 
distended. The second disadvantage is the length of 
time taken to plicate the entire small intestine in this 
group of patients. The third disadvantage is the fre- 
quent occurrence of a crampy abdominal pain without 
evidence of obstruction during the postoperative 
period. 

A modified operation, in which the mesentery is 
rapidly plicated, is described to overcome these dis- 
advantages. To decrease the time necessary to ac- 
complish plication and to avoid fistula formation the 
mesentery is plicated. The technique finally developed 
utilized a long needle similar to a knitting needle and 
a heavy black silk suture. The adhesions were freed 
from the entire bowel and the mobilized bowel was 
arranged in loops approximately 8 inches in length. 
The long needle was then threaded through the 
mesentery of each loop at a point about 3 mm. from 
the bowel wall. After passing through the mesentery 
of each loop, the suture was then reversed and threaded 
back through each leaf of mesentery to a point about 
3 cm. from its starting point. The suture was tied 
loosely to avoid any possibility of strangulation. Three 
sutures of this type were ordinarily used. One was 
placed at each end of the loops of bowel and at least 
one in the middle. 
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Seven patients have undergone this modified pli- 
cation and the early results are good. 


—Lloyd D. MacLean, M.D. 


Massive Intestinal Infarction Without Vascular Occlu- 
sion Associated with Aortic Insufficiency. F. G. 
HorrMaN, S. L. ZIMMERMAN, and E. S. CaRDWELL, JR. 
N. England 7. M., 1960, 263: 436. 


ABDOMINAL PAIN has been noted frequently in patients 
with aortic insufficiency, often unrelated to congestive 
heart failure. The clinical significance of this symptom 
presents difficulties not only in differential diagnosis 
but also in evaluation of its physiologic basis. 

Massive infarction of the bowel in association with 
aortic insufficiency but without mesenteric arterial or 
venous occlusion is an uncommon occurrence. Three 
cases of massive intestinal infarction without mesen- 
teric vascular occlusion, associated with aortic insuf- 
ficiency, are reported together with a review of 2 cases 
from the literature. 

Despite its rare occurrence it may be encountered 
with other types of heart disease and in a variety of 
unrelated conditions. When associated with aortic 
insufficiency, the infarction in this study was always 
related to distribution of either the superior or the in- 
ferior mesenteric arteries or both, in sharp contrast to 
the segmental distribution of this lesion reported in 
cases not associated with aortic insufficiency. 

It is believed that of the various mechanisms pro- 
posed in explanation of the pathogenesis of intestinal 
infarction without occlusion, that which involves the 
physical basis propounded by the law of LaPlace is 
the most tenable. This relates total tension in the wall 
to a radius of a cylinder and excess hydrostatic pres- 
sure within. The size of the vessel, rather than dif- 
ference in pressure, is the major factor. Thus, under 
‘active tension,’ mediated through contraction of 
smooth muscle, an unstable state results unless auto- 
matic adjustment of tension is compensated for by 
stretching. Any slight departure from this point of 
equilibrium under these circumstances, such as a fall 
in pressure below critical values, leads to complete 
closure or rupture of the vessel. 


—Stephen A. Zieman, M.D, 


Acute Nonspecific Mesenteric Adenitis (Considera- 
zioni su 11 casi di adenite mesenterica acuta aspecifi- 
ca). Enrico G1ant. Osp. ital. chir., Firenze, 1960, 2: 
225. 


AFTER a review of the literature, the two fundamental 
etiologic theories, namely, toxi-infectious and chemo- 
irritative, are discussed. In the present series the cause 
could not be established, but in 7 cases a coincidence 
was noted with the influenza epidemics of 1957 and 
1958. It has been shown that in many infectious 
diseases germs are eliminated at the level of the 
mesenteric lymph glands. The influenza virus may 
travel from the oropharynx to the intestine by in- 
gestion and thus reach the mesenteric lymph glands. 
The disease has been defined as a pathergic phenome- 
non. Recent observations would seem to exclude the 
importance of appendicitis in development of this 
condition. In those cases in which the influenza virus 
was suspected of playing a part, it appeared that the 
virus seemed always to act upon a specially sensitized 


area. The higher incidence of the condition in children 
might be accounted for by increasing anergy with age, 
All cases reported were in patients less than 14 years 
of age. In most of these cases the histologic picture 
corresponded to that of allergy. The glands involved 
in the present series were usually those located at the 
junction of the upper two-thirds with the lower third 
of the mesenteric line, and in only 2 instances with 
those of the ileocecal angle. Only 2 or 3 glands showed 
macroscopic evidence of an acute inflammatory 
process. 

An acute nonspecific mesenteric lymphadenitis 
may be suspected in the presence of atypical appen- 
diceal symptoms but certainty can be attained only by 
exploratory laparotomy. The most formidable com- 
plication is suppuration, and such a case is described 
with rupture of the lymphoglandular abscess into the 
peritoneal cavity resulting in diffuse peritonitis, In 
the suppurative form the disease affects chiefly the 
lymphoglandular elements of the intermediate chain, 
and the lymphatic vessels are involved in the in- 
flammatory process. Prognosis has improved greatly 
since the advent of antibiotics, and suppurative com- 
plications are rarely seen. Laparotomy is indicated in 
all cases. Some surgeons remove all inflamed lymph 
glands, but this is not only useless but also may serve 
to spread the infection into the peritoneum. Such a 
procedure is indicated, however, in cases in which the 
lumen of the intestine is constricted. Antibiotics and 
sulfonamides will suffice to cure most patients, but 
laparotomy avoids failures due to errors in diagnosis. 
Ascites was observed in 8 patients with a slightly 
hyperemic ileac loop. Search should always be made 
for a Meckel’s diverticulum. The appendix should al- 
ways be removed since it might be the site of a hyper- 
ergic reaction. Ten patients responded promptly to 
surgical treatment and had no postoperative com- 
plications. — Edith Schanche Moore 


Appendicular Mucocele (In tema di mucocele ap- 
pendicolare). UMBerto CENAccHI and ArRISTIDE GAL- 
LIANI. Osp. ital. chir., Firenze, 1960, 2: 215. 


THE FiRsT to draw attention to appendicular mucocele 
as a cause of ppeudomyxoma was Frankel in 1901. The 
cause of the condition has been variously interpreted 
as chemical, nervous, parasitic, and hypersecretory in 
the presence of a closed appendiceal lumen. Forma- 
tion of a mucocele requires obliteration or stasis of the 
appendicular lumen due to acute or chronic inflam- 
mation. Mucocele has been reported in autoamputated 
appendices or rests of appendices left after incomplete 
appendectomy for acute appendicitis. A latent micro- 
bism may so change the appendicular mucosa as to 
cause a phlegmonous appendicitis. Also, hyper- 
production of mucus by the appendicular mucosa may 
lead to acute or chronic progressive irritation. The 
mucocele may reach the size of a banana and is of 
slightly elastic consistency, its lumen containing a 
mucogelatinous substance giving the mucin reaction. 
Later, the mucus infiltrates the walls of the appendix. 
Afterward, extraneous factors such as trauma may 
rupture the mucocele into the peritoneal cavity. 
Hernial strangulation may also develop. In this man- 
ner, an ex-appendiceal peritoneal pseudomyxoma may 
develop, and malignant transformation has been 





i claimed. Only the appendicular mucosa of a muco- 
cele can undergo muciparous metaplasia. 

Differential diagnosis is difficult, the symptoms 
suggesting chronic appendicitis or acute appendi- 
citis. Complicating invagination of the cecum may 
produce clinical signs of obstruction. Diagnosis is 
usually made during operation. Prognosis, although 
favorable for mucocele must be reserved for ex-ap- 
pendiceal peritoneal pseudomyxoma with compression 
of intra-abdominal organs. In the closed type of ap- 
pendiceal mucocele the postoperative course is like 
that after appendectomy. But in ex-appendiceal 
pseudomyxoma the course is that of a tumor of slow 
growth, occasionally fatal. Three cases are reported 
in detail, including one at the site of a strangulated 
umbilical hernia in an obese patient with sacculitis 
and adhesive perisaccular omentitis as well as ir- 
ritation of the cecum and an appendix which had 
obliterated the appendiceal lumen. The appendix was 
the size of a large banana, containing the typical 
mucogelatinous substance. —Edith Schanche Moore 


Amyloidosis in Regional Enteritis. J. Lawrence 
WERTHER, ADOLFO SCHAPIRA, OswALDO RUBINSTEIN, 
and Henry D. JaNowr1z. Am. 7. Med., 1960, 29: 416. 


THE RELATIONSHIP between regional enteritis and 
amyloidosis has not been generally appreciated. Only 
5 cases of this nature have been reported in the liter- 
ature. The authors have added 5 such cases from the 
files of the Mount Sinai Hospital, New York, New 
York. 

During the past 20 years, 23 patients have died at 
this hospital from complications resulting from re- 
gional enteritis. Of the 17 patients in this group who 
were autopsied, 5 or 29.4 per cent proved to have 
amyloidosis. In 3 of the 5 cases, the amyloidosis was a 
major factor among the causes of death. In 2 of the 
fatal cases, death was due to renal failure caused by 
amyloidosis of the kidneys. In 1 other case, renal and 
adrenal amyloidosis were significant factors in the 
fatal outcome. The authors found that the occurrence 
of amyloid disease could not be correlated with the 
duration or extent of the enteritis nor to the presence 
of gross suppuration or the formation of fistulas. 

Amyloidosis is apparently less frequently associated 
with ulcerative colitis. There are only 6 cases recorded 
in the literature to date. Of 107 patients who died of 
ulcerative colitis and were autopsied at the Mount 
Sinai Hospital, New York, only 2 showed evidence of 
secondary amyloidosis. 

The authors suggest that the appearance of amy- 
loidosis in a case of regional enteritis should constitute 
astrong indication for surgical removal of the diseased 
bowel. — Harvey N. Lippman, M.D. 


Ulcerative Colitis, C. W. A. Fatconer. 7. R. Coll. Sur- 
geons Edinburgh, 1960, 5: 269. 


THis REPORT covers a 10 year experience with 145 
cases of ulcerative colitis. The author stresses the 
necessity of intensive nursing care because these 
people need confidence and good morale to carry on. 
Protein loss can amount to as much as 45 gm. per day. 
Oral intake may be inadequate to meet the needs of 
protein substances in the body. Blood transfusion and 
plasma may help make up some of the deficit. The 
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correct use of steroid therapy is subscribed to. On 
this treatment, the patient’s attitude and appetite im- 
prove. As much as 300 mgm. of cortisone may be 
given per day and continued for several weeks. It was 
believed that AcTH was superior to cortisone in in- 
ducing a remission after the patient had relapsed. 
The use of steroids may be accompanied by a higher 
incidence of perforation of the colon. This situation 
has been questioned by the author who continues to 
use steroids in the preparation of his patients for 
definitive surgery. 

The majority of patients in this series were treated 
medically. Of these 90 patients, 6 died. Three of these 
died since steroid treatment has been available. Two 
eras of surgical treatment are presented. The first era 
includes the years from 1946 to 1951. There were 4 
deaths of a total of 9 patients in this series. Most of the 
deaths followed laparotomy or emergency ileostomy. 
The author concludes that emergency ileostomy has 
no place in the treatment of ulcerative colitis. The 
second era of treatment extends from 1952 to 1959. 
This is the era during which steroids have been avail- 
able. During this time, 45 patients have been operated 
on and 4 deaths occurred. The operation of choice has 
been proctocolectomy. Indications for surgery are as 
follows: (1) chronic ill health with recurrent relapses; 
(2) shortening and pseudopolyposis plus loss of res- 
ervoir function; (3) stricture formation; (4) recto- 
vaginal fistula; and (5) risk of carcinoma. The author 
concludes that if the disease has been present for 10 
years or more, removal of the colon is almost manda- 
tory. 

Patients are prepared for operation by the use of 
blood transfusion to correct anemia and psychologic 
preparation for ileostomy. Patients are encouraged to 
talk to other patients who have had a successful 
ileostomy and they are taught to wear the ileostomy 
appliance before operation to find the best site for the 
application of this device. Some of the more severely 
ill patients are given a preoperative course of steroid 
therapy. The patients are placed on steroid therapy, 
and when maximum benefit is attained the treatment 
is tapered off over a period of 7 to 10 days. The pa- 
tients are then given a test of adrenal function and if 
this is satisfactory, operation is undertaken without 
cortisone “cover”. If there is an adverse response to 
the trauma of surgery, intravenous hydrocortisone is 
administered. Details of the operative technique are 
outlined. Much of the success of the operation depends 
on the functioning of the ileostomy. The ileostomy 
should be of sufficient length, the lateral gutter should 
be closed by suturing the free edge of the mesentery to 
the lateral wall, and the distal 0.5 inch of the ileum is 
turned back on itself and sutured to the skin. It is 
absolutely essential to have a good blood supply to the 
ileostomy. A two team approach is used, one team 
working on the abdominal area and performing the 
ileostomy and a second team performing the perineal 
portion of the excision. 

Postoperatively, the ileostomy begins functioning 
almost immediately and after several days will be 
putting out approximately 600 ml. per 24 hours. 
Since the fluid contains large amounts of sodium and 
potassium, these electrolytic substances should be re- 
placed. 
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By the use of close fitting appliances, patients with 
ileostomies frequently are able to carry on normal 
social and business activities. 

—Richard L. Lawton, M.D. 


Dilatation of the Colon, a Serious Complication of 
Ulcerative Colitis. B. I. Koreuirz and H. D. JAno- 
witz. Ann. Int. M., 1960, 53: 153. 


THE OCCURRENCE Of acute dilatation of a portion or all 
of the colon in the course of ulcerative colitis is further 
documented and its serious impact stressed. This 
situation was observed 19 times in 16 patients be- 
tween 1954 and 1958. In 13 instances it accompanied 
an acute exacerbation of the chronic disease. It is ac- 
companied by severe systemic signs of toxicity. 

Characteristically this lesion presents as a tender 
but soft abdomen. Tympany is usually present and 
peristalsis is absent. Massive rectal bleeding without 
feces often is associated. ‘The roentgenogram demon- 
strates a segmental type of gaseous distention par- 
ticularly of areas of transverse colon. Previous barium 
enemas almost always show a deep undermining type 
of ulceration. 

Pathologically deep multiple ragged ulcerations are 
found, often with incipient or actual perforation. 

In this series a mortality of 18.8 per cent was seen 
in this entity. Eleven patients who had surgical treat- 
ment experienced a prolonged and stormy postoper- 
ative course. : 

A review of the therapy both just prior to and 
during the acute exacerbation associated with the 
colonic dilatation in these 16 cases is made. The pos- 
sible relationship to hormonal or steroid therapy and 
this entity is raised, but inconclusive data are avail- 
able. Steroid therapy at times certainly is of un- 
questioned benefit. 

It is recommended that when acute colonic dilata- 
tion occurs a decompressive procedure is indicated, 
prior to ileostomy and colectomy. Either long tube 
decompression, when the ileocecal valve is incom- 
petent, or cecostomy are recommended as the therapy 
of choice. —Robert W. Williams, M.D. 


Diverticular Disease of the Colon as a Cause of Severe 
Hemorrhage in the Aged. N. C. Cements. Surg. 
Clin. N. America, 1960, 40: 933. 


ONE-QUARTER to one-third of all persons more than 
45 years of age have a significant degree of diverticu- 
losis, and from 3 to 15 per cent of these have clinical 
or roentgenologic evidence of diverticulitis. The ex- 
perience with diverticular disease of the colon over a 
10 year period at Mary Imogene Bassett Hospital, 
Cooperstown, New York, is reviewed in this report. 
During this period there were 750 patients with diverti- 
cular disease of the colon. Only 18 cases were compli- 
cated by severe hemorrhage. The age range was from 
60 to $7 years, average 73 years. Most of these patients 
were successfully treated by conservative means. Two 
patients succumbed to uncontrolled exsanguinating 
hemorrhage. 

The treatment of choice is conservative and the 
prognosis is usually excellent. Adequate blood replace- 
ment, low residue diet, antispasmodic drugs, intestinal 
antibiotics, and methods to soften the stools and pro- 
mote easy evacuation are essential. 


If operative intervention becomes necessary in an 
effort to prevent total hemorrhage, a diverting colos. 
tomy in the proximal transverse colon is the safest 
and most effective surgical therapy. 

— Bernard C’. Gerber, M.D, 


Resection for Diverticular Disease of the Sigmoid 
Colon. Epwarp W. Jew, JR., and SAMUEL P. Harp. 
Son. Arch. Surg., 1960, 81: 435. 


IN THE PAST DECADE a one stage resection with 
primary anastomosis has been utilized with success in 
this country for the treatment of diverticular disease 
of the sigmoid colon with complications. The authors 
present 40 cases of which 24 were one stage proce- 
dures. The indications for operation were: ( 1) possibly 
malignant lesion with partial or complete intestinal 
obstruction or bleeding; (2) fistulation to the urinary 
bladder or vagina; (3) acute diverticulitis; (4) diver- 
ticular disease with symptoms; (5) perforation; and 
(6) bleeding. Most patients with complete obstruction 
and perforation were treated with preliminary decom- 
pression and later resection. Resection with primary 
anastomosis was used in those patients without active 
inflammation, suppuration, or acute obstruction. 
Mechanical and antibiotic bowel preparations were 
used routinely. 

In making the pathologic diagnosis of diverticulitis 
it is important to note the residuals of inflammation 
such as scarring, fibrosis, and muscle hypertrophy as 
well as the cellular evidence of acute inflammation. 
Adenomatous polyps were found in the specimens 
from 5 of the 40 patients. 

The authors use the term “‘diverticular disease with 
symptoms” to describe a group of patients who have 
neither obstruction, bleeding, fistulation, perforation, 
possibly malignant lesion, nor recurrent attacks of in- 
flammation. Colonic diverticula are recognized by 
roentgenographic examination in these patients who 
have intermittent abdominal pain and some change 
in bowel habit. The changes in bowel habit include 
increasing constipation, sometimes alternating with 
loose movements, and inability to effect easy and com- 
plete rectal evacuation. Observed over several years 
these patients have shown persistence or progression 
of symptoms and on barium enema variable degrees 
of colonic narrowing. Resection is advised to alleviate 
discomfort and to avert complications which seemed 
predictable in the near future. 

Postoperative complications including intestinal 
obstruction, pneumonia, wound infection, dehiscence, 
and thrombophlebitis developed in 10 of the 40 pa- 
tients. Wound complications were prominent among 
the patients treated with staged operations. There 
was 1 operative death due to peritonitis. The results 
of one stage elective resection were excellent. The 
longest follow-up was 6 years. 

—Lloyd D. MacLean, M.D. 


Reappraisal of the Surgical Treatment of Diverticu- 


litis of the Sigmoid Colon. ALLEN M. Boypen and 
Rosert O. Nemson. Am. 7. Surg., 1960, 100: 206. 


Tse AUTHORS review the surgical treatment of diver- 
ticulitis of the sigmoid colon at the Portland Clinic, 
Portland, Oregon during the interval from January 
1949 through December 1959. Resection of the sig- 
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moid was performed in 44 of a total of 46 patients 
and primary resection was accomplished in 36 
patients. Ten of the patients had resections for obstruc- 
tions and three stage procedures were performed in 
only 8 patients. 

In the past, operative treatment has been reserved 
primarily for patients presenting complications of 
diverticulitis, (such as peritonitis, abscess, fistula, or 
obstruction, or for those in whom the diagnosis of 
carcinoma could not be ruled out. It is suggested 
that indications for definitive resection be broadened 
in the belief that these complications could be avoided 
in many instances and the number of operations 
performed in stages could be reduced. Definitive 
resection should be elected for patients who have 
recurring attacks of diverticulitis, urinary symptoms 
associated with an attack of diverticulitis, and severe 
persistent deformity demonstrated by roentgenog- 
raphy after symptoms have subsided. One patient in 
this series required resection because of repeated 
massive hemorrhages. 

It is generally agreed that in most instances elective 
resection at an interval between attacks can be ac- 
complished safely in one stage. Various authors have 
reported one stage resections in selected patients 
presenting the complications of fistula, small mesen- 
teric abscess, or even mild obstruction. The authors 
believe that to insist on preliminary colostomy for 
every complication of diverticulitis is to condemn 
many patients unnecessarily to prolonged morbidity 
and even to increased risk. To fail to use colostomy 
under other circumstances may be equally lacking 
in judgment and result in devastating complications. 
Morbidity has been greatly reduced not only by the 
frequent selection of primary resection but also by 
reduction in the duration of colostomy prior to resec- 
tion in procedures performed in stages. 

Complementary transverse colostomy at the time 
of resection and anastomosis has a distinct place in 
surgical treatment for diverticulitis but the authors 
do not believe that it should be performed in every 
instance. Anastomosis beneath the pelvic floor after 
resection of lesions located low in the sigmoid should 
be protected by colostomy and colostomy may be 
indicated in those patients who present small caliber 
of the colon at the site of anastomosis. If the integrity 
of the suture line is in doubt for any other reason, 
colostomy will bring safety even though convalescence 
is prolonged. 

No matter what method of resection is elected, 
wide removal of the involved segment is required. 
However, a generous margin at each end of the in- 
flamed colon is sufficient to assure a secure anasto- 
mosis. 

It is significant that hospital stay of patients 
requiring colostomy was almost twice that of patients 
undergoing 1 stage resection. The duration of dis- 
ability in these patients averaged 6 to 7 times longer 
than in those who did not require fecal diversion. 
When compared to obstructive resection, three stage 
resection increased the average total disability by 
3 weeks and the duration of colostomy by 1 month. 
Thoughtful individualization of each problem result- 
ing from diverticulitis of the sigmoid colon will permit 
early elimination of the offending segment of bowel 
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with safety in the majority of cases. Only in this way can 
morbidity be reduced. — James H. Holman, M.D. 


Diarrhea Following Rectosigmoidectomy for Hirsch- 
sprung’s Disease. ORVAR SWENSON, JOHN H. FisHER, 
and Joun E. S. Scorr. Surgery, 1960, 48: 419. 


EpisopeEs of abdominal distention due to fecal and gas 
retention relieved by bouts of explosive diarrhea oc- 
curring either spontaneously or after the passage into 
the rectum of a finger or a rectal tube are described 
after rectosigmoidectomy for Hirschsprung’s disease. 
These episodes may be accompanied by high fever, 
vomiting, and severe loss of weight and become 
chronic if not treated promptly. The authors believe 
this to be due to the fact that the internal anal 
sphincter is also aganglionic and subject to the same 
functional disturbances as are other parts of the colon. 
The fact that only a few patients, approximately 7 per 
cent, are affected in this manner cannot be explained. 
The cases of 4 patients are reported in whom linear 
anal sphincterotomy is used for chronic posterior anal 
fissure, with complete cure in 1 patient and con- 
siderable improvement in the remainder. A more 
radical division of the anal sphincter is suggested as a 
better procedure. Examination of the feces in all cases 
revealed no pathogens.—Lloyd D. MacLean, M.D. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


New Concepts on Amebic Abscess of the Liver. Mr- 
Roy Paut. Brit. 7. Surg., 1960, 47: 502. 


A CONSECUTIVE SERIES of 196 cases of amebic hepatitis 
and 203 cases of amebic abscess of the liver at a 
general hospital between the years 1936 and 1959 is 
reviewed, and the experience of the author and the 
management of such cases over a period of 30 years 
is described. 

The term “‘amebic hepatitis” is useful in cases with 
pain and tenderness over the liver but one should 
remember that amebic hepatitis is a localized lesion 
and not a general inflammation. Usually amebic 
lesions of the liver are isolated or at most limited in 
number because of the lodgment of the Entamoeba at 
isolated sites. The rest of the liver is usually unaffected. 
Where there is invasion of Entamoeba histolytica 
there is a formation of purulent material and the 
walls and capillaries and tissues adjoining the wall 
of the liver abscess will be found to contain ameba 
in the majority of cases. There are also those cases 
in which amebae are not demonstrated in the abscess, 
the abscess wall, or the surrounding tissues. The large 
abscess of the liver is common only in countries where 
amebic dysentery is found with great frequency. The 
author believes that cases of liver abscess are usually 
amebic whether ameba are found in the abscess or 
not and whether or not pyogenic micro-organisms 
are found in the abscess. Right lobe abscesses are 
far more common than those in the left lobe of the 
liver, and whereas most right lobe abscesses appear 
under the lower right wall of the chest, producing pain 
and tenderness in this area, the left lobe abscesses 
are usually overlooked until they produce a swelling 
in the epigastrium. 

The author describes in some detail the various 
clinical entities associated with abscesses in the sur- 
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rounding tissues and areas, epigastric, subdiaphrag- 
matic, pericardial, and generalized peritoneal cavity. 
He emphasizes that an amebic abscess of the liver 
should never be drained by a tube, whether or not 
amebae are found in the purulent drainage from the 
abscess. The best method is to aspirate the purulent 
material with a needle 1 to 2 mm. in diameter 
with negative force. The aspiration of 0.5 to 2 pints 
from a liver abscess is quite common in tropical 
countries, and in the present series the maximum pus 
drawn from a liver abscess at a single sitting was 
4.75 pints. It is considered undesirable to introduce 
air into the abscess cavity. This would permit com- 
plete evacuation of pus from the abscess but might 
carry the risk of air embolism. 

Healing of the abscess will occur when an abscess 
is emptied of as much purulent content as can be 
aspirated from its cavity even though there might 
be residual pus. This will seal off the abscess and pre- 
vent any further extravasation which is the usual 
reason for the high mortality and morbidity in those 
patients who have been drained by drainage tubes. 

—W. Harrison Mehn, M.D. 


The Treatment of Chronic Diseases of the Liver by 
Means of Periarterial Neurectomy of Hepatic Artery 
(Notre expérience de la neurectomie périartére hépa- 
tique dans le traitement des affections chroniques du 
foie). B. PLacaK and M. Vorreirtn. Lyon chir., 1960, 
562523. 


DuRING THE PERIOD from 1954 to 1959 at a hospital 
in Prague, Czechoslovakia, the authors have per- 
formed 41 periarterial neurectomies of the hepatic 
artery. 

The authors’ material is divided into two main 
groups, consisting of 19 patients with chronic hepatitis 
and 9 patients with hepatic cirrhosis. Seventeen of the 
patients with hepatitis benefited greatly from the 
operation. Thirteen, 72 per cent, were freed from 
the icterus and the subjective symptoms. Four, 22 
per cent, complained later of minor symptoms, but 
all of them gained weight and remained in excellent 
general condition during the control periods of 1 to 
5 years. One patient of this group died of another 
disease 1 month after the operation and 1 patient, 
a 40 year old woman, suffered aggravation of her 
jaundice after the operation. However, this unfavor- 
able immediate reaction disappeared after 11 months; 
the patient gained 8 pounds and has since remained 
in excellent health. 

Results from this treatment in the 9 patients with 
hepatic cirrhosis were not so uniformly favorable. 
In 3 instances the operation brought immediate 
amelioration of the patient’s condition; in the re- 
maining 6 patients the general condition remained 
unchanged. In 2 of these, the bilirubin titer became 
more elevated and the liver tests became more 
evidently positive. These were, however, primarily 
instances of hepatic cirrhosis of extremely severe 
character. 

The authors believe that the success of this treat- 
ment is due to the character of the disease present and 
that the effect produced is essentially the result of 
increased blood supply to the damaged organ. 

— John W. Brennan, M.D. 


Percutaneous Transhepatic Chelengiegreeey in the 
Diagnosis of Posthepatic Jaundice. MANUEL Santos, 
Luts Ficueroa, and Oscar Lopez. Surgery, 1960, 48: 
295. 


THE AUTHORS STATED that percutaneous transhepatic 
cholangiography is a valuable procedure in determin. 
ing the origin of jaundice, whether hepatic or post. 
hepatic, especially when other exhaustive investiga. 
tions have failed to reveal the cause of jaundice. This 
procedure is also useful in patients with prolonged 
extrahepatic jaundice in distinguishing the cause and 
level of a common bile duct obstruction and was 
performed on 54 occasions in 46 patients. The patients 
ranged in age from 11 to 68 years; 25 were between 
50 and 68 years old 17 between 30 and 49 years old 
and only 4 younger than 30 years of age. There were 
20 male and 26 female patients. Jaundice had been 
present in these patients for periods varying from 
days to 4 years, with an average of 10 months and 
15 days. Pronounced alteration in hepatic flocculation 
tests as well as reduction in the prothrombin level 
were observed in 40 of these patients. The prothrom- 
bin level could not be elevated above 50 per cent 
in 6 cases; and percutaneous transhepatic cholangiog- 
raphy had to be performed in 1 patient whose 
prothrombin level was as low as 19 per cent. The 
serum bilirubin was below 3 mgm. per cent in only 
5 patients; in only 1 of these patients was the examina- 
tion unsuccessful. The remainder of the patients had 
a markedly elevated serum bilirubin, the highest 
being 37 mgm. per cent. Hepatomegaly was found 
in 40 patients. 

In the 32 cases in which transhepatic canalicular 
cholangiography was performed, the cause of the 
obstruction as determined by roentgenograms included 
choledocholithiasis, 14 cases; cancer of the biliary 
tract, 11 cases; benign stenosis of the common bile 
duct, 6 cases; and inflammation of the sphincter of 
Oddi, 1 case. In 5 cases, transhepatic vesicular 
cholangiography and roentgenographic studies re- 
vealed a normal biliary tract in 2 cases; cholelithiasis 
in 1 case; and normal gallbladder in 2 cases. 

In the 8 patients in whom puncture was unsuccess- 
ful, the clinical diagnosis was cholecystolithiasis and 
cirrhosis in 1 case, cirrhosis in 4 cases, benign stenosis 
of the common duct in 1 case, choledocholithiasis and 
fistula between the gallbladder and common duct 
in 1 case, and chronic pancreatitis in 1 case. 

A second puncture was performed in 6 patients 
because of either inability to reach a bile duct or a 
poor roentgenogram. In 5 patients the second punc- 
ture was successful, and both punctures failed in 1. 

No fatalities resulted from the 54 examinations in 
46 patients. Bile peritonitis developed in 1 patient, 
resulting from direct puncture of the common duct 
during cholangiography. Shock occurred in 2 patients 
and both responded to treatment. Pain occurred in 
the right quadrant in all patients. 

In 4 patients with obstructive jaundice this method 
was unsuccessful in determining the cause of post- 
hepatic jaundice. In 1 case the examination was 
technically insufficient, but in the other 3 cases either 
biliary cirrhosis impeded the dilatation of the intra- 
hepatic ducts or at the moment of the examination 
no biliary hypertension was present. 





A positive examination depends on dilatation of 
the intrahepatic biliary ducts, and this in turn is 
related to the length of time the jaundice has been 
developing and on the cause of obstruction. In 
neoplastic obstruction, the roentgenographic image 
shows marked dilatation of the intrahepatic ducts. 
In obstruction of benign origin the ducts are less 
dilated and have regular boundaries. Percutaneous 
transhepatic cholangiography is of value to the surgeon 
by giving him a graphic picture and permitting him 
to consider the surgical therapy he will employ. 

Until more experience is obtained, every patient 
submitted to percutaneous transhepatic cholangiog- 
raphy should be observed in a recovery room for at 
least 24 hours. The surgeon should keep in mind that 
this type of patient is a candidate to develop intra- 
abdominal hemorrhage or bile peritonitis. 

—Robert Turell, M.D. 


Surgical Treatment of Obstructive Jaundice Due to 
Blastomycotic Granuloma of the Common Duct 
(Ictericia obstrutiva por granuloma blastomicético do 
colédoco). FAsio Scummpt Gorrt, ERMETTIS FERRAR- 
INI, JoAo Baptista SAO Tutaco, and LucIANO DE 
Castro Sitva. Rev. paul. med., 1960, 57: 12 


THE AUTHORS PRESENT 2 cases of obstructive jaundice 
resulting from South American blastomycosis in 
young adult men. Granulomas in the walls of the 
common duct produced cicatricial stenosis and biliary 
obstruction. They were treated surgically, the hepatic 
duct proximal to the stenotic area being anastomosed 
toa Rouxen Y loopof jejunum. Temporary decompres- 
sion was provided by T tube. The patients did well, 
jaundice disappeared, and they were transferred to 
the Sao Paulo Tropical Disease Institute for anti- 
mycotic therapy. 

These are the first 2 such cases reported. The 
authors show photomicrographs of sections of the 
duct with blastomycosis spores surrounded by pro- 
nounced giant cell reactions and fibrosis. 

— William B. Gallagher, M.D. 


Anatomic Pathway of Bile Formation. C. T. Asx- 
woRTH and E. SANDERS. Am. 7. Path., 1960, 37: 343. 


Tue AUTHORS have attempted to evaluate the fine 
structure of the liver by electron microscopic examina- 
tion of 24 rat livers and 2 human livers. This structure 
is assessed in an effort to gain insight into the mecha- 
nism of transfer of substances from the blood across 
the hepatic sinusoidal wall and the manner and route 
of transfer of bile constituents to the bile canaliculi. 

The endothelium lining the hepatic sinusoids is 
interrupted by comparatively large pores. Through 
these, there is a ready communication between the 
sinusoidal lumen and a distinct but narrow space 
which separates the hepatic cell from the endothelium, 
the space of Disse. The content of this space is similar 
to that of the sinusoids, except for the absence of red 
cells, leucocytes, and platelets. Numerous fine, villous 
projections of the hepatic cell membrane increase the 
interface with this cell-free, protein-rich fluid. These 
draw fluid and small particles from the fluid environ- 
ment into the cytoplasm and serve to transport them 
through the hepatic cell. By this means, some of the 
constituents of bile gain entrance into the parenchymal 
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cells, preliminary to secretion into the bile. Particles 
probably representing bile are grouped around the 
bile canaliculi and are frequently incorporated within 
Golgi substance, material known to be associated 
with active secretion. The bile canaliculi are demar- 
cated only by the hepatic cell membrane, and it is 
assumed that conjugated bilirubin, cholesterol, 
alkaline phosphatase, bile salts, and other constituents 
which appear in the bile in concentrated form pass 
from the hepatic cytoplasm across this membrane 
into the canaliculi. The bile canaliculi do not them- 
selves approach the sinusoids or the space of Disse 
closely. There is a narrow channel connecting the 
canaliculi with the space of Disse which holds back 
larger molecules such as albumin but allows the 
passage of water and solutes. This explains the parallel 
concentration of these solutes in blood and bile and 
the rapid appearance of labeled potassium in the 
bile when injected intravenously. 
— Stuart L. Scheiner, M.D. 


The Risks of Emergency Surgery for Acute Cholecys- 
titis. Hastincs K. Wricut and Witiiam D. HoLpen. 
Arch. Surg., 1960, 81: 341. 


ONE HUNDRED AND TWENTY-THREE PATIENTS with 
acute cholecystitis underwent emergency operation 
at the University Hospitals of Cleveland, Ohio during 
an 8 year period. These emergency operations ac- 
counted for approximately one-third of all operations 
performed for acute cholecystitis at this hospital 
during the period indicated. 

The average duration of symptoms prior to opera- 
tion was 2 days, with a range from 12 hours to 7 days. 
Sixty-three, or 51 per cent, of all operations were 
performed within 1 day of onset. Only 29, or 24 per 
cent, of the patients had been ill for 4 or more days 
prior to operation. 

The age of the patients was not related significantly 
to either mortality or complication rates. The risk 
of emergency operation was low in patients ill less 
than 4 days prior to operation, but rose sharply once 
this time period was exceeded. 

From their experience in the management of these 
123 patients the authors suggest that emergency 
operation early in the course of acute cholecystitis 
carries no more risk than operation on the gallbladder 
in general during acute cholecystitis. However, the 
risks of emergency operation in patients ill 4 or more 
days prior to operation appear to so outweigh any 
potential advantages that it appears to be contra- 
indicated. —Ely Elliott Lazarus, M.D. 


Primary Carcinoma of the Gallbladder. B. J. Taser. 
Am. 7. Surg., 1960, 100: 365. 


FORTY-SEVEN CASES of primary carcinoma of the 
gallbladder encountered at St. Alexis Hospital, 
Cleveland, Ohio from 1945 through 1957 are presented. 
The sex incidence was 1 man to 3 women. The etio- 
logic role of cholelithiasis in predisposing to the 
carcinomatous condition is discussed and supported 
by clinical and experimental data. 

Surgical therapy is usually palliative and the life 
expectancy is poor. The correct preoperative diagnosis 
was made in only 4 cases. Of the 45 patients operated 
upon, 83 per cent died within the first 6 months. 
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Four were alive at the time of this report, representing 
7.5 years, 5.5 years, 2 years and 8 months, and 1.5 
years of survival, respectively. These 4 patients all 
underwent cholecystectomy. 

—C. Thomas Fitts, M.D. 


Stenosis of the Sphincter of Oddi. THEopor B. Grace, 
Paut H. Loser, Kamit IMAMOGLU, and Owen H. 
WANGENSTEEN. Surgery, 1960, 48: 304. 


‘THE AUTHORS HAVE STUDIED biopsies from the terminal 
common bile duct in 50 patients requiring sphincterot- 
omy. In addition, the region of the sphincter of Oddi 
from 50 unselected autopsies has been studied histo- 
logically. They reported some of the findings at 
operation associated with stenosis of the distal common 
bile duct and showed that only in a certain number of 
patients is it possible by biopsy to find and demonstrate 
evidence of pathologic changes. An attempt was made 
to correlate the microscopic alterations with the 
clinical condition of the patient and the findings at 
operation. 

The biopsy specimens included in all cases the 
anterior lip of the orifice of the ampulla with a small 
portion of the overlying duodenal mucosa. Variable 
amounts of the wall of the ampulla and the intramural 
bile duct were included in the biopsy. A biopsy of 
the region of the sphincter of Oddi was performed in 
27 additional cases, but the amount of tissue available 
was considered inadequate for inclusion in this study. 
Although serial sectioning was not attempted, gener- 
ally all of the biopsy tissue was sectioned. The biopsies 
were examined without previous knowledge of the 
clinical history, and a notation was made of any 
abnormal features. The subepithelial layer of the bile 
duct, especially, was examined for inflammatory 
cellular infiltration and increased fibrous tissue. 
Eighteen of the biopsies were found to be without 
recognizable alterations. Scattered lymphocytes or 
plasma cells, occasionally as small aggregates, within 
the papilla or terminal duct wall were seen in 18 of 
the biopsies. Two showed an infiltrate of polymor- 
phonuclear leucocytes in the papilla. Along with the 
cellular infiltration, there were dilated capillaries 
adjacent to the duct lumen in 7 cases. Some dilatation 
of the paraductal glands, particularly at the tip of 
the papilla, was noted in 7 biopsies. A small amount 
of squamous metaplasia was found in 1 case, and 
1 ampulla was found to contain a small pyogenic 
granuloma. 

Nineteen of the biopsies were believed to show 
some alteration in the amount of fibrous tissue at 
the choledochoduodenal junction. In 17 of these cases, 
there were changes which indicated slight increases 
in fibrous tissue. These consisted of localized patches 
in which the mucous glands of the intramural duct 
appeared surrounded by layers of collagenous fibers 
and the acini were separated or reduced in size. In a 
few, the muscle fibers in local areas seemed separated 
by coarser strands of collagen. These changes were 
minimal and in no case warranted a histologic diag- 
nosis of fibrosis of the sphincter of Oddi. However, in 
2 of these 19 biopsies, there appeared to be a definite 
increase in the thickness of the subepithelial layer 
of the intramural bile duct. It appeared that the 
glandular elements were displaced and the muscle 


bundles separated. The fibrous tissue itself was not 
remarkably cellular. 

There was no correlation with the other changes 
noted in either of these groups having alteration of the 
fibrous tissue. Approximately equal proportions of 
those with or without fibrous changes showed inflam. 
matory cellular infiltration or glandular dilatation, 
The specimen containing the pyogenic granuloma was 
thought to show a slight increase in fibrous tissue, 
whereas that exhibiting the squamous metaplasia did 
not. 

It was hoped that the large specimens obtained from 
50 unselected autopsies would be helpful in establish- 
ing the normal variations in structure and in orienting 
the biopsy specimens. The 50 autopsy specimens 
showed considerable variation in the structure of 
the intramural bile duct. The tip of the papilla showed 
an increased number of somewhat dilated glands in 
2 cases. Within the lining of the duct, there were a 
few foci of lymphocytes in 5 cases. In 2 of these, the 
gallbladder contained stones. 

Changes corresponding to those seen in the 17 
biopsies with minimal fibrous changes were found in 
3 specimens from the autopsies. Only 1 of these 
specimens came from a patient with gallstones. No 
cases were found that corresponded with the more 
definite fibrous alterations of the biopsies. 

In the 50 cases of clinical stricture of the terminal 
common bile duct, alteration in fibrous tissue could 
be demonstrated in less than one-half of the biopsies 
studied. Biliary tract disease with stenosis of the 
choledochoduodenal junction may be present in many 
cases without any evident histologic change in the 
periampullary tissue. In some other cases there are 
minor histologic changes which, however, may also 
be found in some autopsy specimens from patients 
without evidence of biliary tract disease. 

The authors found no definite correlation between 
the various manifestations of biliary tract disease and 
the histologic changes. A consistent histologic basis 
for the stenosis at the choledochoduodenal junction 
was not apparent from this investigation. 

—Robert Turell, M.D. 


Common Bile Duct Suture Without Intraductal 
Drainage After Choledochotomy. Patrick G. Cot- 
Lins, CHARLES R. M. Repwoop, and GEOFFREY 
Wynne-Jones. Brit. 7. Surg., 1960, 47: 661. 


THE AUTHORS report their results with 198 choledo- 
chotomies in which the common duct was sutured and 
no intraductal drainage tubes were utilized. The 
operative mortality was 2 per cent. The usual reasons 
given for placing a catheter or T tube in the common 
duct after choledochotomy are as follows: (1) to 
avoid bile collecting in the peritoneal cavity, (2) to 
prevent stasis of bile in the biliary tree, (3) this drain- 
age in turn may help to prevent ascending infection 
by decompressing the liver, and (4) postoperative 
cholangiography may be practiced. 

The authors describe their technique for explora- 
tion and suture of the common bile duct and when 
possible they cut down directly on the stone rather 
than use stay sutures placed in the duct wall prior to 
opening the duct. If the cystic duct is large, the com- 
mon duct is sometimes opened by incising the cystic 
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duct and enlarging the incision downward and in- 
ward into the common duct. The authors are content 
ifa No. 4 or No. 5, 3 to 3.5 mm. in diameter, bougie 
traverses the papilla of Vater and they are opposed to 
attempts to dilate the papilla up to 7 mm. using a 
Bakes or other type of dilator as advocated in the 
literature. No. 3-0 or 00 chromic catgut on a small 
atraumatic needle is used to close the common duct 
in one layer and no attempt is made to suture the 
peritoneum over the repaired vertical incision in the 
common duct. 

The necessity for the use of drains is emphasized 
and these are brought out at the upper end of the ab- 
dominal incision and not through a stab wound in the 
abdominal wall. If Mirrizzi’s criteria are not fulfilled 
then common duct drainage is carried out. Mirrizzi’s 
criteria include: (1) The papilla of Vater must be 
patent; (2) all intraductal calculi must be removed; 
(3) the pancreas must be normal to palpation; and 
(4) perfect suture of the common bile duct must be 
effected. 

The authors believe the patients can be discharged 
from the hospital several days earlier if the common 
duct is sutured without intraductal drainage. Opera- 
tive cholangiography has many limitations owing to 
the false shadows often caused by air bubbles and, 
therefore, this procedure is not used extensively by 
the authors. Their chief reason for avoiding common 
duct drainage seems to be the reduction in hospital 
stay when primary suture of the common duct is 
practiced. —Gordon F. Madding, M.D. 


On Cholecystolithotomy. Evert Scuitpt. Acta Soe. 
med. Upsaliensis, 1960, 65: 91. 


THE AUTHOR discusses his experience with 53 cholecys- 
tolithotomies performed from 1954 to 1956. 

It has been found that a high proportion of chole- 
cystectomies in patients who have functioning gall- 
bladders with calculi is associated with postoperative 
symptoms, often severe, of the dyskinesia type. A 
selected group of patients was therefore treated by 
cholecystolithotomy. The indications were symptoms 
of gallbladder disease, absence of calculi in the deep 
biliary passages, the certainty that all stones could be 
removed, and healthy mucous membrane. 

Follow-up examinations of the 53 patients after a 2 
to 4 year period showed that 50 per cent were cured 
and 77 per cent were relieved of their symptoms. 
These figures may be reduced subsequently, since 
late recurrence of symptoms is known to occur. 

It was impossible to demonstrate any factors in- 
fluencing in one or other direction the prognosis of 
cholecystolithotomy. 

There were no deaths in the series. 

—Ely Elliott Lazarus, M.D. 


Biliary-Intestinal Anastomosis (Anstomosis biliodiges- 
a AtiLio J. Lasata. Prensa méd. argent., 1960, 47: 


Tue inpicaTions for biliary-intestinal anastomoses are 
carefully analyzed and discussed in this article. The 
author divides the indications into 2 groups, absolute 
and relative. In the former group he includes (1) 
malignant tumors of the biliary ducts and of the 
ampullary-duodenopancreatic region, (2) congenital 
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malformations of the biliary ducts, and (3) those 
surgical lesions that have produced biliary fistula, 
biliary obstruction, or both and which are not ame- 
nable to the re-establishment of the continuity of the 
hepatocholedochus. For the later group the indications 
are analyzed even more carefully. Among these, 3 
conditions should be considered almost as absolute 
indications: (1) Panlithiasis of the biliary ducts with 
intrahepatic stones, with or without chronic pan- 
creatitis, (2) hypertrophic stenosing chronic pan- 
creatitis, with or without stones, and (3) stenosing 
inflammatory choledochitis of the duodenopancreatic 
portion of the common bile duct. 

With regard to the methods for biliary-intestinal 
anastomoses, the author believes that the best results 
can be obtained with the anastomoses of the common 
duct to the duodenum. On the other hand, he believes 
that the poorest results are obtained when the gall- 
bladder is used for the anastomosis. In the few cases 
in which this modality has to be employed he recom- 
mends that the gallbladder be anastomosed to the 
jejunum instead of to the duodenum. 

The experience of the author, consisting of 165 
biliary-intestinal anastomoses performed during the 
last 20 years, is also presented in detail. 

—Rafael G. Sorrentino, M.D. 


Cystic Fibrosis with Fecal Retention and Intussuscep- 
tion in Late Stages. Paut M. Brown, GEorGcE A. 
HALLENBECK, Epwarp H. Sours, and E. OMER 
Burcert, Jr. NV. England 7. M., 1960, 263: 544. 


THREE CHILDREN with cystic fibrosis experienced 
the onset of symptoms related to faulty evacuation of 
feces at the ages of 22 months, and 6 and 9 years, 
respectively. ‘Two had masses in the right lower 
quadrant of the abdomen that proved to be puttylike 
feces retained in the cecum. In 1 patient, an ileoileal 
intussusception was caused by a completely separate 
ileal polyp, and the feces in the cecum presented as 
a recurring abdominal mass without producing 
symptoms of obstruction; in the other, retained feces 
appeared to be the leading point of a colocolic intus- 
susception. The third patient had acute intestinal 
obstruction caused by impaction of feces in the cecum 
and ascending colon. 

These 3 cases and others reported in the literature 
indicate that the abnormal feces present in this disease 
may produce various signs and symptoms of intestinal 
origin at any phase of the disease. Adequate doses 
of pancreatic enzymes given orally and use of lubricat- 
ing laxatives appear to be rational treatment in an 
attempt to prevent recurrence of symptoms. 


Pancreatic Trauma. Davip Marsets. 7. R. Coll. Surgeons 
Edinburgh, 1960, 5: 313. 


PANCREATIC INJURY was first reported, according to the 
author, in a Lancet of 1827. Report of numerous 
instances of such injury has followed. Brief reports 
of 4 patients with evidence of pancreatic trauma are 
presented and discussed. 

Injury to the pancreas may be (1) penetrating, 
(2) nonpenetrating, or (3) operative in type. Bleeding 
is common and in severe pancreatic trauma may be 
immediate and fatal. There will be edema of the 
pancreas and a varying degree of pancreatitis, from 
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a mild low grade type to actual necrosis of the gland. 
Severe damage to the organ may cause metabolic 
disease, and traumatic pseudocysts may follow the 
injury. 

Penetrating wounds will require laparotomy, and 
the diagnosis will be made at operation. Closed injuries 
require diagnosis essentially on the usual signs and 
symptoms of pancreatitis. Blood and urine amylase 
tests may be of aid in diagnosis. Operative care 
consists in careful hemostasis, repair of lacerations, 
and adequate drainage. Occasionally, removal of 
portions of the pancreas, such as the tail, may be 
suitable. 

Two of the patients reported showed pancreatitis, 
in 1 case a complication of splenectomy and the other 
following both a penetrating injury and splenectomy. 
A third case represented a penetrating wound of the 
pancreas, and the last was an example of closed injury 
to the pancreas. Serum amylase levels were elevated 
in all patients. In 3, however, the elevated serum 
amylase persisted over long periods—2 to 3 weeks. 
All 4 patients recovered. —Donald C. Geist, M.D. 


The Clinical Picture of Pancreatitis (Beitrag zum 
Klinikum der Pankreatitis). L. P6xka and L. Szasé. 
Zbl. Chir., Leipzig, 1960, 85: 1495. 


IN PANCREATITIS the small ducts are destroyed and 
the pancreatic juice reaches the glandular parenchyma, 
accompanied by severe damage of the vessels. Edema 
of the vascular wall causes an ischemia, irritation of 
the celiac ganglion causes vascular spasm, and bleed- 
ing appears. The digestive action of trypsin and the 
circulatory disturbances result in necrosis of the gland 
and the surrounding tissues. Trypsin and lipase appear 
in the abdominal cavity, causing chemical peritoni- 
tis. Pancreatitis may also be due to bacteria. 

Pancreatitis may be caused by stasis (a) occlusion 
of Vater’s papilla or (b) occlusion of the pancreatic 
duct; bacteria in the pancreas originating in the 
intestine; or the action of specific pancreatic poisons 
such as alcohol and ethionine. The nutritional con- 
dition, gallstones, alcoholism, gastrointestinal distur- 
bances, and operations may also play a role. 

Symptoms include excruciating epigastric pain, 
usually radiating to the left, but which may also 
spread to the pelvis causing hypogastric sensibility. 
The pain may be continuous or may be in the form of 
cramps. The patient vomits small quantities frequently. 
The abdomen is tympanitic. Shock accompanies 
these symptoms. The temperature is initially subnor- 
mal, later fever may appear. 

In 28.2 per cent of the authors’ cases glycosuria 
and hyperglycemia were found. Neutrophil leucocy- 
tosis was present; sometimes there was a shift to the 
left and toxic granulation. In more than 50 per cent 
of their cases there were liver function disturbances. 
In 21 per cent of the cases an elevated diastase level 
was noted. The presence of atoxyl-resistant lipase 
is a valuable sign. The examination of duodenal se- 
cretion and of digested food in feces is possible only in 
chronic cases. The examination of duodenal secre- 
tion for enzymes and bicarbonate and bile concentra- 
tion may. show: (1) diminished quantity with bicar- 
bonate and enzymes unchanged or (2) quantity 
unchanged with bicarbonate and enzymes decreased. 


Operation performed in the acute phase resulted 
in a 54.5 per cent mortality. It was performed in the 
subacute or chronic stage to prevent recurrences or 
to eliminate stasis and reflux. As a result of their 
experience, the authors do not advise operation in 
the acute stage. In conservative treatment intake of 
food and fluids is forbidden in the first few days. The 
glandular activity must be diminished by atropine, 
banthine, or thiouracil. Procaine administered intra- 
venously eases pain and relaxes the smooth muscula- 
ture. Morphine should not be given for pain, because 
it produces spasm of Oddi’s sphincter. Since aureo- 
mycin and terramycin are eliminated by the liver in 
great quantities, they are indicated to combatinfection. 

In chronic pancreatitis a diet high in carbohydrates 
and protein and low in fat is indicated; in diabetes the 
diet must be modified. In case of diseased bile or pan- 
creaticductsor stasis operation is performed. Disturbing 
cysts are removed and stones are broken (pancreato- 
lithotomy). 

Of 85 patients treated in the hospital 13 died there. 
The 72 remaining patients were observed for 1 to 8 
years. Six patients died from different diseases; 4 had 
one or several acute attacks; 1 had a gallstone; 1 had 
an acute attack 2 years after a cholecystectomy, and 
in 2 patients diabetes was noted for the first time. 
It was observed that in almost all patients the liver 
function tests gave positive results which leads one to 
assume that there is a narrow correlation between 
liver and pancreatic functions. 

—Bruno Kezmer, M.D. 


Surgical Treatment of Cysts of the Pancreas (A propos 
du traitement chirurgical des formations kystiques du 
pancréas), E. DeLanNoy and M. Martinot. Acta 
gastroenter. belg., 1960, 23: 287. 


THE AUTHORS have operated on 1 patient with hydatid 
cyst, 5 with true cysts, 3 with malignant cysts, and 
12 with pseudocysts of the pancreas. The 12 pseudo- 
cysts were subclassified as inflammatory or necrotic 
pseudocysts in 8 cases and as hydropancreatosis in 
4 cases. The latter condition is caused by a stone ob- 
structing the pancreatic duct. There is a cystic forma- 
tion containing pancreatic juice distal to the obstruc- 
tion. 

Roentgenographic visualization of cysts preopera- 
tively on the operating table aids in delineation of 
the size of the cyst and determination of what opera- 
tive procedure is best. 

The hydatid cyst was a large structure consisting of 
2 large cysts communicating with each other by a 
small openirg. There were numerous smaller daughter 
cysts. One of the large cysts was resected and the other 
was cauterized with formalin. 

True cysts of the pancreas are distinguished by 
lining epithelium which is usually stratified but may 
be cuboidal or cylindrical. These cysts have a capsule 
which separates them from the glandular tissue of the 
pancreas. True cysts are benign but, according to the 
authors, may become malignant and should be 
regarded as premalignant lesions. True cysts were 
treated by resection of the portion of the pancreas 
containing the cyst or enucleating the cyst, leaving 
some of its capsule. In the latter case the denuded 
area was peritonealized and in all cases the abdomens 





of the patients were drained. Marsupialization of true 
cysts is contraindicated because they continue to 
drain indefinitely and because a malignant cyst may 
be overlooked. The authors have abandoned mar- 
supialization as a method of treatment of any pancre- 
atic cyst. 

Pseudocysts of the pancreas were treated by various 
methods. Excision was carried out once, marsupializa- 
tion was used in 1 poor risk patient, and cystojejunos- 
tomy was performed twice. One patient had two 
internal drainage procedures, cystojejunostomy and 
a cystogastrostomy. Three patients had cystogastros- 
tomy, 1 had sphincterotomy, and 3 had drainage of 
the duct of Wirsung by anastomosis with a loop of 
jejunum in 2 cases and by drainage through the ab- 
dominal wall in the third. In 2 of these cases it was 
possible to thread a catheter through the papilla of 
Vater and the dilated duct of Wirsung. In 3 cases, in 
which decompression of the duct of Wirsung was 
performed, stones obstructing the ducts were demon- 
strated. One patient with hydropancreatosis was 
treated with a sphincterotomy with good results. 

The best results in treating pancreatic cysts are 
in those cases in which the cyst is located in the tail 
of the pancreas and in which treatment is resection 
of the cyst. —Frederick W. Preston, M.D. 


A Concept of Cirrhosis of the Pancreas. HERMAN T. 
BLUMENTHAL and J. G. Prosstein. Arch. Surg., 1960, 
81: 396. 


THE AUTHORS PRESENT EVIDENCE to support the use 
of the term “cirrhosis of the pancreas” to designate 
the end-stage disease of various forms of pancreatitis, 
just as the term “cirrhosis of the liver” has been used 
to designate the end-stage of the analogous diseases 
of the liver. Three cases of cirrhosis of the pancreas 
are presented as the final stage of (1) recurring inflam- 
mation of the pancreas with fibrosis, (2) progressive 
fibrosis of the pancreas in alcoholism, and (3) fibrosis 
associated with pancreatic ductal obstruction. The 
similar afflictions of the liver are well known and the 
etiology of cirrhosis of both organs can be classified 
into inflammatory, metabolic-toxic, ductal obstruc- 
tive, and that associated with portal hypertension. 
Pathologically, both organs show a similar pattern 
of fibrosis with fatty degeneration and regenerative 
ductal changes at times. —Lloyd D. MacLean, M.D. 


Functioning Pancreatic Adenomas in Infants and 
Children. Scorr J. BoLey, JANE Lin, and ALBERT 
ScHIFFMANN. Surgery, 1960, 48: 592. 


THE AUTHORS STUDIED 17 cases of functioning islet 
cell adenomas of the pancreas found in children less 
than 15 years old. They reviewed the world literature 
and added 1 case. 

Hypoglycemia of infancy and childhood in 40 per 
cent of the cases is secondary to hepatic, pituitary, 
cerebral, adrenal, thyroid, and functional causes and 
can be readily diagnosed by specific laboratory 
methods. In the remaining 60 per cent of cases a 
diagnosis must be made between (1) McQuarrie’s 
idiopathic spontaneous hypoglycemia of infancy and 
(2) functioning islet cell adenomas of the pancreas. 

Since the therapy of the former is primarily medical 
and since those cases caused by pancreatic adenomas 
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will respond promptly and permanently to surgical 
removal of the tumor, early diagnosis is essential to 
prevent irreversible changes. 

After thorough study of the clinical and laboratory 
features of the cases the authors concluded that no 
test was found which could differentiate these two 
conditions. 

Of the 17 patients studied, 10 were males and 7 
were females. Only 2 cases occurred in 7 children 
less than 4 years old, and the authors are of the opinion 
that these probably do not represent true islet cell 
adenomas. Almost all of the cases of idiopathic 
hypoglycemia occur in patients less than 4 years old. 
The age at the onset of symptoms represents the 
most important diagnostic criterion of pancreatic 
adenoma. 

Convulsions occurred in all children, and uncon- 
sciousness was present in 14, which explains why 8 
of them had been treated for epilepsy. Symptoms were 
present from 6 months to 5 years prior to surgery 
or death. Whipple’s triad was demonstrated in 13 
of 17 children; however, the triad can also be demon- 
strated in most cases of idiopathic hypoglycemia of 
infancy and was therefore considered inconclusive. 

Blood sugar, spinal fluid sugar, glucose tolerance 
tests, and electroencephalograms were studied, but 
none was specific in establishing the diagnosis. 

Treatment consisted of diet in 9 of these children; 
50 per cent had temporary improvement. Subsequently 
all of these underwent surgery, indicating that diet 
was inadequate for the control of symptoms. 

ACTH has been shown by McQuarrie to control 
almost all cases of idiopathic hypoglycemia of infancy. 
In 2 cases of pancreatic adenoma of the pancreas a 
good response to ACTH and cortisone was obtained, 
with relapses occurring after steroids were discon- 
tinued. 

Surgically, 12 of the 17 children had simple excision 
of adenoma. One had resection of the body and tail 
of the pancreas and 1 had resection of all but part 
of the head of the pancreas; 3 tumors were found only 
at autopsy. Solitary tumors were found in 13 cases 
in which a gross tumor was found. Blind resections 
revealed solitary and multiple microscopic adenomas. 
Most tumors were 1 to 2 cm. in diameter. There 
were no operative deaths. Temporary hyperglycemia 
occurred in 4 patients and only 1 required insulin 
for 28 days. Blood sugar usually returned to normal 
levels without insulin within 48 hours after surgery. 
Nine of 14 children were completely well. Four had 
permanent neurologic changes but were free of at- 
tacks. One patient showed progressive personality 
changes. Based on this study, the authors’ advice is 
conservative treatment for children less than 4 years 
old. ACTH is given in sufficient doses to control symp- 
toms. If the child fails to respond to this therapy 
or the dosage of steroids cannot be reduced to a 
minimal one after 12 months, surgical exploration 
is advised. Since it is unlikely that a gross tumor will 
be found at this age, 90 per cent resection of the 
pancreas should be anticipated and performed unless 
a tumor is found. 

In a child more than 4 years old, the possibility 
of insulinoma being present is greater than the 
presence of idiopathic hypoglycemia, and surgical 
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exploration is advised. However, in order to determine 
the advisability of blind resection in the absence of 
a gross tumor, preoperative evaluation of the response 
to steroids is indicated. In those patients with no 
gross tumor, partial pancreatectomy should be per- 
formed only if the child has failed to respond to ACTH 
therapy. A child with a good response to steroids 
should have no resection and should be treated in a 
manner similar to that of the younger age group. 
—John 7. Hudock, M.D. 


SPLEEN 


Rupture of the Spleen (Osservazioni su 18 casi di 
rottura di milza). Euctine Monpant. Rass. ital. chir. 
med., 1959, 8: 831. 


THE AUTHOR REPORTS in detail 18 cases of rupture of 
the spleen seen in the past 8 years in the Surgical 
Division of the Hospital of Pistoia, Italy. A slightly 
increased incidence in recent years is attributed to 
motor accidents. The series included 15 males and 3 
females, aged 13 to 75 years, the majority between the 
ages of 20 and 30 years. In 2 cases crushing of the 
spleen, in 3 cases lacerations of its pedicle, in 6 cases 
laceration of the upper pole only, and in the remain- 
der multiple lacerations of the capsule were noted. 
Associated lesions included fracture of the ribs in 4, 
fracture of the limbs in 6, injury to the skull in 1, and 
renal contusions and persistent hematuria in 2. The 
responsible injuries were always abdominal, thoracic, 
or thoracoabdominal. 

Differential diagnosis was difficult in atypical cases. 
The significance of the various symptoms, general, 
functional, and local, is discussed. The author prefers 
the classification suggested by Corte, namely, (1) 
rupture in 2 stages, (2) rupture with late hemorrhage, 


(3) rupture with retarded hemorrhage, and (4) 
secondary rupture, and submits a short description of 
each, but suggests his own interpretation as follows: 
(a) rupture in 2 stages or with retarded sudden 
onset, (b) type with retarded hemorrhage, (c) type 
with late hemorrhage, (d) type with intermittent 
hemorrhage, and (e) type with secondary hemorrhage. 
Diagnosis is difficult in the period preceding the ad- 
vent of acute symptoms. In cases of rupture in two 
stages the interval between the stages may be free 
from symptoms. Only roentgenologic examination 
will yield the correct information. If diagnosis re- 
mains obscure exploratory laparotomy may be the 
only resort. 

In the present series, treatment was surgical in all 
except 1 patient who refused intervention. In al] 
others a splenectomy was performed, although other 
interventions must be considered, such as splenor- 
rhaphy or tamponade, according to the individual 
case. 

Operation was performed as early as possible after 
treatment of primary shock. Blood transfusion was 
given during and after the operation, with intra- 
abdominal and general administration of antibiotics. 
Complications included bronchopneumonia in 2 
cases, pulmonary embolism in 1 case, phlebitis in 2, 
wound secretion in 1, and hyperthermia in 1 patient 
with an unusually short splenic pedicle. There were 2 
deaths, 11.7 per cent, 1 due to pulmonary embolism 
24 days after the operation and the other 40 hours 
after the operation from cardiocirculatory collapse 
after hyperthermia. Only 3 of the 15 surviving pa- 
tients remained in the hospital for some time owing to 
pneumonia in 1 instance and phlebitis in 2. All others 
were discharged after 11 or 12 days. 

—Edith Schanche Moore 
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UTERUS AND ADNEXA 


The Pathological Normal Uterus. Rosert D. Dunn. 
Tr. Pacific Coast Obst. Gyn. Soc., 1959, 27: 13. 


Many ARTICLES have appeared in both professional 
and lay literature deploring the number of unnecessary 
hysterectomies. The introduction of tissue committees 
and audits of patients’ hospital histories have brought 
this problem to the fore in many communities. The 
criteria used for evaluation are usually based upon the 
pathologic reports alone. These reports are based 
upon a routine gross inspection of the organ after 
formaldehyde immersion and subsequent microscopic 
study of stained sections with a routine hematoxylin 
and eosin method. It occurred to the author after re- 
view of the literature, that added study, especially 
with other staining methods, might reveal changes in 
the myometrium missed with the hematoxylin and 
eosin stains. This, if true, might better correlate 
clinical symptoms and signs seen in many women with 
the actual pathologic condition of the involved tissues. 

Records of 250 consecutive abdominal hysterecto- 
mies were studied. All histories that showed a path- 
ologic report of normal myometrium and endo- 
metrium but no other associated pelvic disease were 
scrutinized. Sections were made from the original 
paraffin blocks and numerous stains other than the 
hematoxylin and eosin were made and studied. 

The clinical histories of these patients were then 
reviewed and a comparison was made between the 
degree of the patients’ subjective pathologic symp- 
toms and the microscopic picture of the stained 
slides. The correlation of the micropathology with the 
clinical symptoms of the patient was striking and 
significant. 

The author believes that this study indicates that it 
is fallacious for a tissue committee to criticize a sur- 
geon for performing a hysterectomy when only a 
cursory hematoxylin and eosin study of the uterus has 
been performed by the pathologist. He states that in 
an audited series of hysterectomies, 11 per cent of 
grossly normal fundi can be allowed without de- 
nouncing the intentions of a surgeon. ; 

—Ely Elliott Lazarus, M.D. 


Antigonadotropic Factors in the Normal and Patho- 
logic Female (Facteurs antigonadotrophiques, FAG, 
chez la femme mormale et pathologique). ARTURO 
GraroLa and PiERO STRADELLA. Gyn. prat., 1960, 11: 
125, 


FouRTEEN WOMEN from 18 to 37 years of age who 
were suffering from some form of disturbance in the 
menstrual cycle were tested for the presence in their 
blood serum of the antigonadotropic factor. These 
patients were selected because they were known not 
to have previously received any type of gonadotropin 
(hypophysial, serumal, or chorionic); this was impor- 
tant, since it was desired to elucidate the possibility 
of the spontaneous production in the patients’ sera 
of the factor. 


The technique of the test consisted essentially of 
mixing the blood serum of the patient with increasing 
dosages, 25, 50, 100, 200, 400, and 600 I.U., of gona- 
dotropic substance and then injecting this mixture 
into the ventral lymph sac of the frog (Rana esculenta). 
Adequate control tests were made, using the same 
conditions, only without the patients’ blood sera; the 
quantity injected in both test and control animals was 
always 2 c.c. Six hours later the frog’s cloacal liquid 
was examined for the presence of spermatozoa. 

The responses of the animals to this test were some- 
what irregular; however, they were sufficiently clear 
(presence of spermatozoa) to be considered as indi- 
cating the presence of the antigonadotropic factor in 
the blood serum of 7 of these patients, that is, the 
results could be considered to be of interpretative 
value. 

This study at least calls attention to the possibility 
of the spontaneous formation of an antigonadotropic 
factor, a possibility which has not as yet been clearly 
envisaged in the medical world literature. The results 
here obtained may explain certain disturbances of 
the menstrual cycle in the guise of a neutralization of 
the hypophysial gonadotropic stimulation of the 
ovary. — John W. Brennan, M.D. 


Rupture of the Pregnant Uterus. B. Gans, Jack A. 
GotpMaN, and JorpANnKA I. Ovapta. Gynaecologia, 
Basel, 1960, 149: 342. 


THE AUTHORS report 6 cases of spontaneous rupture 
of the uterus in pregnancy and 4 traumatic ruptures 
among 25,000 deliveries, an incidence of 1 to 2500. 
They particularly point out the role of faulty curet- 
tage of the uterus in the puerperium as a cause of 
uterine rupture. The authors make a special plea 
for the conservative operative treatment of rupture 
in suitable cases. They utilized conservative manage- 
ment in 4 of their cases. Two of these patients were 
subsequently delivered by cesarean section. The mater- 
nal mortality was zero but fetal mortality was 100 
per cent. A tabular summary of the pertinent litera- 
ture shows maternal mortality varying from 0 to 
61.9 per cent and fetal mortality ranging from 29.4 
to 100 per cent. — Thomas W. McElin, M.D. 


Control of Immediate Postoperative Pelvic Pain by 
Local Anesthetic Infusion. Joun J. McDonoucu 
and Rupotro Butaonec. Am. 7. Obst., 1960, 80: 466. 


A TECHNIQUE is described whereby an attempt is made 
to alleviate pelvic pain after major vaginal procedures. 
The anesthetic agent selected for study was lidocaine, 
which had proved to be stable and of extremely low 
toxicity. The technique was utilized in 200 patients, 
half of which served as controls and half of which were 
used as study cases. A distribution of the type of 
operation was relatively equal in each group. 

The procedure followed consisted basically of 
placing a T tube with multiple perforations in the 
vaginal cuff as it was being closed. Through this tube 
50 c.c. of 2 per cent lidocaine hydrochloride was al- 
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lowed to run at a rate of 20 to 22 drops per minute 
every other hour for the first 48 hours. The patients 
received less than 1,000 mgm. in a 24 hour period 
under the dosage technique. They were permitted 
narcotics for pain if necessary. 

By comparing the amount of narcotics received by 
the study and control groups it was determined that 
the study patients required half as much narcotic as 
did those patients in the control group. Morbidity in 
the series was 20 per cent, which compared favorably 
with a morbidity rate of 18.2 per cent at the same 
institution in a previous study. 


— James F. Donnelly, M.D. 


Correlation Between Vaginal Cytology and Endo- 
metrial Histology. WinirReD Liv, Am. 7. Obst., 1960, 
80: 321. 


A CORRELATIVE STUDY was conducted to ascertain if a 
specific cytologic pattern exists in the presence of a 
certain type of endometrium which may distinguish it 
from other types of endometrium. The cytologic and 
histologic materials from 365 gynecologic patients 
admitted to the Vincent Memorial Hospital, Boston, 
Massachusetts in 1954, 1955, and 1956 were used. The 
endometrial tissue was from either the curettement, 
151 cases, or hysterectomy specimens, 214 cases. All 
patients had vaginal smears taken within 48 hours 
prior to the operation. There was no case of cancer of 
the uterus or of the vagina. 

The ages of patients ranged from 20 to 82 years. 
Two hundred and fifteen patients were premenopausal 
and 150 were postmenopausal. There was a history of 
abnormal vaginal bleeding in 193. 

The superficial cells exfoliated in the vaginal smears 
showed no apparent correlation with the structure of 
the endometrium. They were found in varying num- 
bers in vaginal smears with all types of form, in- 
cluding that of atrophic endometrium. However, the 
number of parabasal cells in the smears seemed to be 
a more reliable index reflecting the activity in the 
endometrium. In 221 patients who had either a pro- 
liferative, secretory, or hyperplastic endometrium, 
213, 97 per cent, had only a few parabasal cells in the 
smears. On the other hand, among patients with an 
appreciable number of parabasal cells in the vaginal 
smears, more than 10 per cent, 86 per cent had atrophic 
smears as well. 

The author concludes that only the presence of 
parabasal cells in the vaginal smears is of significance 
in histologically evaluating the endometrium. When 
the parabasal cells are present in a considerable num- 
ber, an atrophic endometrium may be expected. 

—Lawrence I. Bernard, M.D. 


Colpocytology and Trichomoniasis (Colpocitologia ¢ 
tricomonase). CLARICE DO AMARAL FERREIRA, ILKA 
MENzEZES, and GeorG SCHNEIDER. An. brasil. gin., 1960, 
25: 289, 


FIFTEEN PER CENT, 323 cases, of vaginal infestation 
with trichomonas was encountered in 2,042 cytologic 
examinations at the outpatient cancer prevention 
service of the Gynecologic Institute of the University 
of Brazil, Rio di Janeiro, Brazil. 

The ground-glass appearance was observed in 161 
cases, 50 per cent. The authors believe that this dusty, 


unclear impression afforded by the stained cytologic 
slide may be the result of the products of tissue break- 
down of the destroyed parasites. Histiocytes were 
present in 165 instances. A clear perinuclear halo was 
observed in 281 cases. In 21 patients this peculiar 
manifestation was present in more than 75 per cent of 
the cells examined, in 38 patients it was present in 
50 to 75 per cent, and in 141 patients it was present 
in 25 to 50 per cent. 

The eosinophils were increased in number in rela- 
tion to the karyopyknotic index in 125 cases. An 
association with fungus infection was encountered in 
24 instances. Dyskaryosis was present in 20 cases. 

On grouping of these cytologic vaginal examina- 
tions of patients with trichomonal infestation in 
accordance with the classification method of Papani- 
colaou, it was found that 13 cases belonged to group I, 
in which there was no evidence of cytologic abnormal- 
ity; 290 cases belonged to group II, with atypical cells 
present but not in abnormal numbers or of frankly 
abnormal character; 6 cases belonged to group III, 
in which cells of frankly abnormal character were 
present but not to a sufficiently pathognomonic degree 
(Papanicolaou’s group of ‘“diagnosis-on-suspicion”); 
and 4 cases belonged to group IV, with a discrete 
number of frankly pathognomonic cells and a discrete 
number of cellular masses. This last group was, of 
course, associated with frank carcinoma in situ. 

Although the authors do not maintain, as do some 
investigators, that the trichomonal infestation acts 
as a causal agent in the development of cancer in 
situ, they accede that the inflammatory reaction 
resulting from the infestation might have something 
to do with the initiation of the as yet dormant carci- 
nomatous process. Finally, they certainly agree with 
other investigators in maintaining that the presence 
of a vaginal trichomonal infestation renders the diag- 
nosis of intraepithelial carcinoma a more arduous 
process and demands a more careful consideration 
of all of the cytologic findings. 

— John W. Brennan, M.D. 


Colpocytodiagnosis in 60 Cases of Intraepithelial 
Carcinoma of the Uterine Cervix (Colpocitodiag- 
néstico em 60 casos de carcinoma intraepitelial do colo 
uterino). CLARICE DO AMARAL FERREIRA, D1B GEBARA, 
and Geore ScuneEwwer. An. brasil. gin., 1960, 25: 279. 


A serigs of 60 patients with intraepithelial carcinoma 
of the uterine cervix who were treated in the outpa- 
tient cancer prevention service of the Institute of 
Gynecology at Rio di Janeiro, Brazil during the 10 
year period from the founding of this service until the 
year 1958 is presented. The clinical, colposcopic, and 
cytologic findings were collated and then checked 
against the histologic data, when available, from the 
examination of biopsy and operative specimens. 

It was concluded that the cytologic examinations 
were of inestimable value as a first test; the findings, 
were grouped in accordance with the classification of 
Papanicolaou. A positive diagnosis (Papanicolaou’s 
group IV) of intraepithelial cervical cancer was made 
in 45 patients and a diagnosis-on-suspicion (Papa- 
nicolaou’s group III) was arrived at in 10. This rep- 
resents a diagnostically positive quota of 91.66 per 
cent. In 5 instances the diagnosis was not made; how- 
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ever, in only 2 of these could the false negative results 
be considered a failure of the method of cytodiagnosis. 

The first of the false negative cases was a 44 year 
old woman, whose tumor was diagnosed as uterine 
fibromyoma. Colposcopic findings were normal and 
the cytologic classification was Papanicolaou group II. 
A total hysterectomy was carried out and histologic 
investigation of the removed operative specimen dis- 
closed, in a cervical gland, cells belonging to the tissue 
classification of Hinselmann’s [Vc. In this case ob- 
taining a positive result with the usual cytologic tech- 
nique would have been impossible or at least very 
difficult. 

The second of the false negative cases was a 38 year 
old woman with colpitis due to trichomonal in- 
festation, chronic cervicitis with epithelium IIb (Hin- 
selmann), and parakeratosis. The cervix was am- 
putated and histologic investigation of the operative 
specimen established the diagnosis, which was not 
previously suspected, of intraepithelial carcinoma. 
This instance of a false negative diagnosis was really 
the fault of both colposcopy and cytology. It is prob- 
able that the trichomonal infestation, which at times 
determines the appearance of dyskaryotic cells, was the 
reason why the cytologist considered the lesion a 
benign one. — John W. Brennan, M.D. 


Intraepithelial Epithelioma of the Uterine Cervix 
(Le probléme actuel de l’épithélioma intra-épithélial 
du col utérin). Paut FuNcK-BRENTANO. Gyn. obst., Par., 
1960, 59: 5. 


THERE ARE a number of objections to the present 
widely held concept that the transformation from 
epithelioma in situ to invasive carcinoma rarely 


occurs. In the author’s experience of 15 years at the 
H6pital Broca in Paris, France, he found that of 124 
cases of carcinoma in situ of the uterine cervix, one- 
third had undergone an invasive transformation after 
9 years. Thus he considers that the probability of 
such a transformation is not to be neglected. 

It is generally agreed that there is a reversible type 
of carcinoma in situ. The positive findings obtained 
by means of colpocytology, the Schiller test, or 
colposcopy may on subsequent examinations be found 
to have disappeared and, of course, there is little 
cause for alarm in such cases. The irreversible cases 
are those in which the findings persist or are intensified. 
In these cases the author believes that invasive 
transformation occurs quite frequently. The deter- 
mination of this reversibility requires successive 
examinations at intervals, but the patient is likely 
to tire of these control examinations and cease to 
co-operate. 

Thus the author’s service is chiefly concerned with 
the question of whether the lesion is a simple intra- 
epithelial epithelioma. An ample specimen is removed 
with a galvanic loop. If the examination of the 
specimen discloses invasive tendencies or positive 
results are continually obtained from the other tests, 
such as cytology, intervention is necessary. 

In the patient who is more than 45 years of age, 
the indication is for total hysterectomy and bilateral 
adnexectomy; if there is still doubt with regard to 
an associated invasive process, a Wertheim operation 
should be performed. In the patient who is 35 to 


45 years of age the operation is still total hysterectomy, 
but the ovaries are conserved. In the patient who 
is 20 to 35 years of age, and who desires further 
pregnancies, amputation of the cervix is performed. 
If, in this last group, examination of the removed 
specimen discloses the concomitant presence of 
invasive epithelioma, reintervention with removal of 
the uterus will be necessary. 
— John W. Brennan, M.D. 


Surgical Management of Carcinoma of the Cervix. 
JosepH W. KExso. West. 7. Surg., 1960, 68: 201. 


ONE HUNDRED AND TWENTY patients had Wertheim 
hysterectomy performed by the author 5 or more 
years ago for carcinoma of the cervix. Seventy-one 
were stage I by the International Classification and 
49 were stage II. In stage I, the 5 year absolute cure 
rate was 87.3 per cent. In stage II the cure rate was 
73.4 per cent, giving an over-all cure rate of 81.6 per 
cent. Twenty-one patients had nodal metastases. 
Eleven, or 52.3 per cent, are alive and well. Five pa- 
tients with pregnancy complicating their carcinoma 
of the cervix, 3 of stage I and 2 of stage II, are alive 
and well at 5 years. —Alan Rubin, M.D. 


Treatment of Cervical Carcinoma (Die Therapie des 
Kollumkarzinoms an einer kleineren Abteilung). W. 
SPIELMANN and K. HINTERBERGER. Geburtsh. @ 
Frauenh., 1960, 20: 879. 


In a 10 YEAR PERIOD ending February 1955, 129 
patients with cervical carcinoma were treated in the 
authors’ clinic. Of these, 102 were operated on and 
27 were treated by radiation therapy. Their rate of 
operability, therefore, was 75.2 per cent. Of the 
102 patients submitted to surgical treatment, 92 
patients underwent radical operation. The Wertheim 
operation was performed 85 times and Schauta’s 
operation was performed 7 times. Panhysterectomy 
was performed on 5 patients after radical operation 
had to be abandoned. The 5 year cure rate was 57.7 
per cent. Their primary mortality was 2 per cent. In 
spite of extensive mobilization of the ureters, only 
two ureteral fistulas occurred. If it was necessary to 
extensively mobilize the vesical portion of the ureters, 
a scrupulous attempt was made to preserve the 
abdominal vasculature. — Thomas W. McElin, M.D. 


Pathology of the Residual Uterine Cervix (La 
pathologie du col restant). E. Moracct. Gyn. prat., 
1960, 11: 217. 


NINETY-SIX PATHOLOGIC CERVICAL STUMPS were ob- 
served at the San Matteo Hospital, Pavia, Italy in the 
period from 1 January 1937 to 31 August 1959. The 
patients with these lesions were part of a total of 
3,071 patients who underwent subtotal hysterectomies 
during this same period. No percentage of incidence 
can be derived from this relationship, however, since a 
large portion of these patients could not be followed 
up. Of the 96 patients, 47 were suffering from in- 
flammatory processes of the residual cervix and the 
adnexae, 23 were suffering from carcinoma, 9 from 
prolapse, 8 from pelvic pain, 4 from fibroma, 4 from 
polyps, and 1 from sarcoma. 

In 61 of these 96 cases surgical ablation of the 
cervical stump was carried out. With the exception of 
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the instances of cervical cancer, all the ablations gave 
favorable postoperative results. Such an unqualified 
affirmation cannot be made for the patients who were 
treated medically or with physical therapy (dia- 
thermy-coagulation) since the possibility of recurrence 
or of other future disease manifestations persists. 
With the progress made in surgical techniques the 
majority of the apprehensions with regard to total 
hysterectomy have been vanquished; the disadvantages 
of the longer period of operating time for total 
hysterectomy and the technical difficulties, such as 
the danger to the ureters, the loss of the pelvic sup- 
port, and the less than perfect asepsis (as a result of 
the opening up of the vagina) have been decreased. 
The author believes that the technique of subtotal 
hysterectomy is still indicated in women who are less 
than 40 years of age and have a perfectly normal 
cervical stump, also in the hysterectomies associated 
with cesarean section. Subtotal hysterectomy is also 
indicated for lesions (pre-eminently tubercular lesions) 
deep in the pelvis, in patients with excessive adiposity, 
in cases of slight mobility of the uterus and in the pres- 
ence of general diseases that demand a short oper- 
ating time. Otherwise, it must always be remembered 
that the patient with a subtotal hysterectomy may, 
despite all precautions, be subject to gynecologic 
disease, imposing the necessity of life-long surveil- 
lance. — John W. Brennan, M.D. 


Problems in Carcinoma in Situ of the Vagina After 
Primary Treatment of Cervical Neoplasia. KEn- 
NETH J. SGALEs and WiLi1AM L. HartMANN. Tr. Pacific 
Coast Obst. Gyn. Soc., 1959, 27: 52. 


THE DIAGNOSIS AND TREATMENT of carcinoma in situ 
of the uterine cervix are well defined; however, this 
does not seem to be so when the same involvement 
occurs in the vagina. There is disagreement as to the 
treatment of a patient with a persistently positive 
cytologic vaginal smear after total hysterectomy for 
carcinoma in situ of the cervix. Because of the in- 
creased frequency of reports of cases of multicentric 
epithelial changes which involve vaginal epithelium 
as well as cervical epithelium, it is generally believed 
that these tumors do not arise from a single cell or 
small group of cells, but rather from a field of trans- 
formed epithelium. 

To illustrate the problem, the authors report 3 
cases. In all 3, the cervical carcinoma was superficial, 
with questionable microscopic invasion in 2. In the 
surgical specimens no evidence of neoplastic change 
was found in the uterus or the portion of the vaginal 
cuff removed; yet within a period of 3 to 12 months, 
cytologic changes in the remaining vaginal epithelium 
became evident. Painting with iodine solution revealed 
small nonstaining areas near the apex, and biopsies 
of these areas revealed carcinoma in situ in 2 and 
marked hyperplasia in 1. Two of the patients were 
treated by partial colpectomy and 1 by radium. 

The authors conclude that careful follow-up by 
vaginal smears for at least 10 years of all patients 
treated for carcinoma of the cervix is important. 
When the smears are reported positive for malignant 
cells, an adequate amount of vaginal mucosa must be 
removed ‘for accurate study and evaluation. 

—Stephen W. Carveth, M.D. 


Vaginitis Emphysematosa. Kari Fucus and Emmanury 

Levy. Gynaecologia, Basel, 1960, 149: 361. 

THE AUTHORS report the findings in a case of vaginitis 
emphysematosa in pregnancy. The many theories 
of etiology are reviewed including the bacteria] 
mechanical, and metabolic theories. The histologic 
findings in their case are compared with the findings 
in cases of pneumatosis intestinalis cystica, interstitial 
emphysema of the lungs, and, in particular, subcuta- 
neous inflammation of the fat necrosis type that may 
be found in the breast. 

The similarity of the microscopic findings in 
vaginitis emphysematosa to those in fat necrosis of 
the breast, in which trauma is the most common 
precipitating factor, suggests to the author that such 
a mechanism might be operative in vaginitis emphy- 
sematosa. It is possible that the lesion may well be 
primarily traumatic within a genital tract whose 
tissue consistency is altered under the influence of 
pregnancy, with added displacement of superficial 
epithelium from the hypertrophied mucosa into the 
underlying tissue. Possibilities of trauma would include 
intercourse, the use of douches, or attempts at arti- 
ficial abortion. Traumatization, then, of the softened 
tissue might result in an inflammatory reaction in 
which the presence of giant cells might at least 
partly be explained by the displacement of squamous 
epithelium from the covering layer. The cystic spaces, 
then, would represent dilated lymphatic channels. 

— Thomas W. McElin, M.D, 


The Hormonal Dependency of Endometriosis (La 
régulation hormonale de l’endométriose). T. Anroine, 
Bull. Féd. Soc. gyn. obst., Paris, 1960, 12: 133. 


TuHIs REPORT is a study of the relationship between 
endometriosis and the hormonal influences in the 
female patient. 

It is easy to think that endometriosis is hormone 
dependent because it appears during the functional 
period of the reproductive life and also because it 
is subjected to fixed variations like the endometrium 
itself. 

Histologic studies conducted by the author on 
endometriosis, internal and external, and on curet- 
tings or uteri from the same patients have shown that 
in the majority of cases of external endometriosis 
there is a secretory phase which correlates with that 
of the endometrium. Often, the secretory phase is 
also found in the internal variety, but not so consist- 
ently. The belief is that this discrepancy lies in the 
origin of the ectopic mucosa which in external endo- 
metriosis comes from the functional layer and reacts 
readily, whereas in internal endometriosis the ectopic 
mucosa comes from the basal layer which may have 
lost its secretory function and does not respond to 
hormonal stimuli. 

Studies were also conducted in the pregnant state 
in which decidual transformations were found in the 
foci of endometriosis, which would indicate the hor- 
monal control of endometriosis. 

Furthermore, in the menopause, if one admits 
hormonal stimuli for the development of endometrio- 
sis, involution should occur after cessation of those 
stimuli, which is so in most cases. However, cases have 
been reported in which existing foci have been 
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maintained, even after removal of the ovaries, because 
of adrenal secretion of estrogen and progesterone. 
That endometriosis is hormone dependent is also 
demonstrated by the use of hormones in its treatment. 
However, the reason endometriosis has a tendency 
to proliferate still remains unanswered. 
— Jules E. Leclerc, M.D. 


The Frequency and Rate of Recurrence of Endo- 
metriosis (Die Haeufigkeit der Endometriose und ihr 
Rezidiv). F. Movers. Geburtsh. & Frauenh., 1960, 20: 
624. 


THE AUTHOR reviewed the frequency of endometriosis 
which has been found in 5 to 22 per cent of laparot- 
omies in white patients, rather uncommonly in 
Greek women, and very rarely in Negroes, Filipinos, 
and Mexican Indians. The incidence in Germany 
varied between 5.2 and 9 per cent. Recurrence, re- 
quiring another operation, has been reported in about 
10 per cent of the patients, but the diagnosis was con- 
firmed histologically in only 15 to 30 per cent of the 
reported cases. 

The author reviewed 1,654 laparotomies performed 
during 11 years at his hospital in Cologne, Germany 
and found 86 cases or 5.2 per cent of endometriosis. 
Sixteen of these patients had repeated major oper- 
ations and 2 of them delivered normally after 2 or 
more major procedures for endometriosis. 

—W. Dieter Bergman, M.D. 


Fatal Tuberculous Generalization of Genital Origin 
in Women (Les généralisations tuberculeuses mortelles 
a point de départ génital chez la femme). S. SuRANYI. 
Rev. fr. gyn. obst., 1960, 55: 447. 


Ten cases of dissemination from a genital focus in 
women are reported. These 10 patients were selected 
from among 622 who were observed at the gynecologic 
clinic at Debrecen, Hungary during the previous 27 
years. Seven of these 10 women exhibited an acute 
genital tuberculosis with extensive pelvic exudation. 
The provocative factors for the disseminative process 
are regarded to be abortion, premature delivery, in- 
itiation of the sexual relation, regional suppurative 
processes, and excessive estrone therapy. 

Three of these patients died before the introduction 
of antitubercular treatment with a combination of 
streptomycin and isoniazid; 1 patient died despite 
treatment with streptomycin. The remaining 6 pa- 
tients, including 3 with miliary tuberculosis and 3 
with tubercular meningitis, were cured by means of 
the aforementioned treatment; after periods of 2 to 6 
years’ observation there have been no recurrences. 

In the matter of prophylaxis the author emphasizes 
early diagnosis of the genital focus of tuberculosis. 
Equally important in this respect is the immediate 
institution of treatment with the antibiotics and isoni- 
azid with regular control examinations for 3 years. 
The author’s patients, when so treated, have not had 
any disseminative processes. The author’s convictions 
in this matter are supported by his experience in 
instances of such prophylactic influence in tubercu- 
losis of other organs of the body. 

_ The exudative form of genital tuberculosis is con- 
sidered to be particularly dangerous with regard to 
dissemination, and immediate institution of intensive 


antitubercular therapy is insisted upon as soon as the 
diagnosis is made, the therapy to be general and, if 
possible, also locally applied. 

When such a patient is found to be pregnant, she 
should be examined regularly and hospitalized during 
the latter part of her pregnancy. Indeed, whenever an 
acute inflammatory process of the genital organs or of 
neighboring organs develops, whether it be a specific 
process or not, the combined therapy in intensive form 
should be immediately instituted to prevent untoward 
sequelae. 

Finally the author cautions against the administra- 
tion of estrone treatment, electrotherapy, or any other 
form of treatment which tends to augment the flow of 
the circulating blood to the pelvic organs, even though 
the tubercular process is clinically healed. 

— John W. Brennan, M.D. 


The Amazing Granulosa Cell Tumor. L. Grant BaLp- 
win. Tr. Pacific Coast Obst. Gyn Soc., 1959, 27: 17. 


Many ARTICLES have been written about granulosa 
cell tumors since they were first so named in 1914 by 
von Wert. In these reports, one finds some very con- 
flicting statements, and few case histories are strikingly 
similar. To exemplify the confusion surrounding these 
new growths one needs only to consider the various 
terms that have been used to designate and to classify 
them. 

The origin of these tumors is likewise subject to 
considerable debate and is still not unanimously 
agreed upon. The degree of malignancy of granulosa 
cell tumors is also uncertain. A few seem to be ex- 
tremely malignant, with rapid spread and distant 
metastases, while the majority are quite benign; even 
some which have recurred have been far from lethal. 
In spite of the malignant propensities of these tumors, 
treatment in prepuberty and in the reproductive ages 
should be conservative, preserving the individual’s 
reproductive ability if at all possible. However, in the 
older patient who has had her family, as well as in the 
postmenopausal patient, complete ablation of the in- 
ternal genitals is advocated. 

These tumors are estrogen-producing and their 
effect naturally depends upon the age of the patient. 
In the very young they cause precocious puberty with 
the development of any or all of the secondary sex 
characteristics including the growth of the uterus. In 
the woman of childbearing age with such a tumor, 
one can expect periods of amenorrhea followed by 
prolonged bleeding. Dilatation and curettage is apt to 
show a cystic hyperplasia of the endometrium, often 
with polyp formation. One may also find pigmenta- 
tion of the areola and linea negra. Two strange and 
rare occurrences are a positive Friedman test, as yet 
unexplained, and, in some, masculinizing signs such 
as hair growth, voice change, and a decrease in the 
size of the breasts. These tumors likewise may be a 
cause of sterility. 

Perhaps granulosa cell tumors are most serious in 
postmenopausal women. Here they cause _post- 
menopausal bleeding and, when curetted, the finding 
of a cystic hyperplasia and polyp formation may well 
lead to a faulty sense of security if the tumor is small, 
the patient obese, and uterine malignacy has been 
suspected. —Ely Elliott Lazarus, M.D. 
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Granulosa Cell Tumors Causing Precocious Puberty. 
. Brux, C. P. Dancaster, and W. P. U. Jackson. 

Brit. M. F., 1960, 2: 26. 

THE AUTHORS REPORT 3 cases of precocious puberty 
caused by granulosa cell tumors, in 2 of which both 
urinary and tumor estrogens were fractionated and 
assayed biochemically. The estrogen content of the 
tumor extracts was remarkably low. 

The authors noted that there was good correlation 
between the severity of the clinical findings and the 
level of total estrogen secretion in 2 of their cases. 
The authors logically suggest that granulosa tumors 
may produce a potent estrogen which is not measured 
by the current chemical method. This conclusion was 
drawn because of the fact that the actual level of 
circulating estrogen in their subjects was not of a 
particularly high level. Elevated follicular stimulating 
hormone levels were found in their cases. This was a 
surprise finding to the authors, since granulosa cell 
tumors are presumed to be autonomous. This finding 
has, however, been reported in 3 other cases in the 
literature. — Thomas W. McElin, M.D. 


Mesonephric Clear Cell Carcinoma of the Ovary. 
Tuomas M. PARKER, Matcoitm B. Dockerty, and 
LawrencE M. RanpaALt. Am. 7. Obst., 1960, 80: 417. 


A sTupy was made of 26 malignant tumors of the 
ovary selected on the basis of their predominant clear 
cell morphology. These tumors were found in 24 
women observed during a 30 year period at the 
Mayo Clinic. Such lesions represent approximately 
2 per cent of all ovarian carcinomas. 

These patients could not be distinguished clinically 
from any other group of patients with solid and 
cystic ovarian carcinomas of the higher histologic 
grades of malignancy. 

A 24 per cent 5 year cure rate was noted in this 
series, although extension, implantation, and bilater- 
ality suggested a considerably worse prognosis. 

Varied histologic patterns prevailed in these clear 
cell carcinomas and intertransformations were com- 
mon among them. The parvilocular carcinoma of the 
ovary is a member of this clear cell group. 

A connection between clear cell ovarian carcinoma 
and the mesonephroma of Schiller could not be 
established. 

A premesonephric mesodermal-tissue origin for 
these tumors appears reasonable. 


Malignant Ovarian Tumors (Clinica quirdrgica de los 
tumores ovaricos malignos). Leoncio A. ARRIGHI. 
Sem. méd., B. Air., 1960, 67: 1121. 


THE AUTHOR. presents his philosophy on malignant 
ovarian tumors, based upon the available literature 
and the material seen at the first chair of clinical 
gynecology of Buenos Aires from 1928 to 1959. 

During that period, patients with 2,120 carcinomas 
divided as follows were treated: carcinoma of the 
cervix, 1,137; of the uterus, 243; of the vagina, 37; of 
the vulva, 108; of the fallopian tubes, 12; of the 
ovaries, 160; and of the breast, 423. 

The author’s most relevant statements are that 
early diagnosis should be improved by routine check- 
ups; the pathologic feature of the tumor is not fre- 
quently diagnosed before surgery; all ovarian tumors 


should be operated upon; most cases of Meig’s syn- 
drome are malignant; hysterectomy and oophorec. 
tomy as treatment for ovarian tumors should be sup- 
plemented with roentgen therapy or radium therapy; 
and results are very poor with celioepithelial blastomas; 
patients with mucoepitheliomas and functional tumors 
show a 5 year cure in about 50 per cent of cases, 
—Enrique Sanchez-Palomera, M.D. 


EXTERNAL GENITALIA 


The Delay Period in Carcinoma of the Vagina, 
Warren R. Lanc, HyMAN MENDUKE, and Lets J. 
Gotus. Am. F. Obst., 1960, 80: 341. 


CARCINOMA OF THE VAGINA is one of the rarest types 
of female genital tract carcinoma. The main symptom 
is some form of bleeding; the usual finding on pelvic 
examination is vaginal ulceration. When located near 
the cervix the spread resembles that of a cervical car- 
cinoma. When the lesion is near the vulva, the spread 
follows the pattern of carcinoma of the vulva. 

The authors studied 76 cases of primary vaginal 
carcinoma in the files of the Philadelphia Committee 
for the Study of Pelvic Cancer, the prime purpose 
being to evaluate the delay period in diagnosis. The 
follow-up was 100 per cent to January 1959. 

The youngest patient was 21 years of age, the oldest 
87 years; the mean age was 55 years. Fifty-six, 74 per 
cent, were white. Fifty-seven, 75 per cent, were ward 
patients. Eighteen, 26 per cent, were nulliparous. 
Sixty-eight, 89 per cent, of the carcinomas were 
squamous cell in type. Thirty-three Philadelphia area 
hospitals were represented in the study. Treatment 
varied greatly but in 42 cases, 55 per cent, some form 
of radiation was administered. 

From the data, it is concluded that the incidence of 
vaginal carcinoma rises with age. No racial predis- 
position was noted. The most common presenting 
symptom was abnormal vaginal bleeding. In ap- 
proximately 25 per cent of the cases there was no de- 
lay in diagnosis. The incidence of physician delay ap- 
proximated that of patient delay. In approximately 
30 per cent of the cases, the total delay to diagnosis 
exceeded 8 months; there was usually no delay from 
diagnosis to treatment. Fourteen per cent of the pa- 
tients survived 5 years. The highest 5 year survival 
possible is 27 per cent should all those now living live 
for 5 years after onset of therapy. No relationship 
could be observed between the length of delay and the 
outcome. 


PREGNANCY AND COMPLICATIONS 


Study of Erythrocyte Sedimentation Rate Changes 
in Obstetrics and Gynecology. S. R. DHAtt and 
O. P. Taneja. J. Obst. Gyn. India, 1960, 10: 435. 


A stupy of erythrocyte sedimentation rate changes 
in 329 patients on 634 occasions, using the Westergren 
technique, is presented. 

A total of 334 tests was performed on 194 normal 
pregnant females at different stages of pregnancy. 
The sedimentation rate is raised during the first 4 
months of pregnancy, shows a progressive increase 
up to the seventh month, and then remains steady 
afterward. 
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The age of the patients and the number of preg- 
nancies had no relation to the level of the erythrocyte 
sedimentation rate. 

In 58 pregnant patients suffering from some other 
diseases, the erythrocyte sedimentation rate was 
increased in the presence of anemia, heart disease, 
renal conditions, nephritis, dysentery, and diarrhea. 
There were no significant changes in the presence of 
toxemias of pregnancy. 

During the puerperium the sedimentation rate 
rises till the seventh day and tends to decline afterwards. 

One hundred and sixty-three tests undertaken in 
77 cases of different gynecologic disorders revealed 
the highest levels in the presence of pelvic inflam- 
mations. 

This investigation has its greatest importance in 
the assessment of extent, severity, and prognosis in 
pelvic inflammations. It is a reliable guide to the 
line of treatment to be adopted and its results. 

—Charles Baron, M.D. 


The Determination of Epinephrine and Norepineph- 
rine in Blood Plasma During Pregnancy, Labor, 
and in Toxemia of Pregnancy (Adrenalin- und 
Noradrenalinbestimmungen im Blutplasma in der 
Schwangerschaft, unter der Geburt und bei Schwan- 
gerschaftstoxikose). E. Hocxutt. Geburtsh. @ Frauenh., 
1960, 20: 835. 


THE PLASMA CONTENT of epinephrine and norepineph- 
rine was determined by the modified fluorescence 
method in various conditions. Women were studied 
during pregnancy and the puerperium and during 
pre-eclamptic toxemia. Normal patients were also 
studied. The epinephrine portion of the total cate- 
cholamine content is increased in painful, protracted 
labor in comparison to normal labor. 

The epinephrine and norepinephrine values showed 
considerable deviations in a given subject, even if the 
blood was obtained at very short intervals. As a con- 
sequence, four blood samples were obtained from each 
subject in a time period of 10 minutes. The values for 
pregnant, laboring, and puerperal women did not 
seem to differ significantly from the values of non- 
pregnant control humans. This leads to the logical 
assumption that neither epinephrine nor norepi- 
nephrine has any influence on the onset or progress of 
labor. Such minimal changes in the epinephrine and 
norepinephrine level occurred in instances of pre- 
eclampsia that it is assumed that these substances are 
not the causative pressor substances of this disease. 

— Thomas W. McElin, M.D. 


A Critical Study of the Rana Reaction (Etude critique 
de la rana-réaction). R. Garmier. Rev. fr. gyn. obst., 
1960, 55: 402, 


THE PossiBiLity of using the common frog, Rana 
esculenta, in the diagnosis of pregnancy according to 
the technique of Galli-Mainini has been under trial 
for the past dozen years with, as a result, a rapid ex- 
tension of this method. 

The difficulty begins when an attempt is made to 
we the method as a quantitative reaction with the 
idea of determining the amount of the gonadotropic 
lormones in the presence of obstetric disease. The 
divergent responses of the individual animals which 


are injected with identical quantities of serum or 
urine complicate the problem to such an extent that 
they inspire doubt as to the precision of dosage and 
render difficult the utilization of the test in a quanti- 
tative sense for clinical purposes. 

For the past 2 years the author’s service has been 
testing frogs from different regions (France, Czecho- 
slovakia, Italy) with reference to duration of hiberna- 
tion, their physical condition, the effects of the season, 
and the effects of repeated injections. He has not been 
able to establish any standards which would eliminate 
such factors as individual susceptibility. ‘Thus it would 
seem that the designation “frog units’ so frequently 
used, is hardly justified. 

The author considers it not impossible that the 
variations which his service has encountered will be 
reflected in tests using other animals. Of course, the 
use of the rabbit does eliminate some of the objections 
with reference to the establishing of age, body weight, 
and physical condition which cannot but contribute 
to a more exact estimation of the quantitative con- 
ditions in the urine or serum being examined. These 
values, nevertheless, are not absolute and it is possible 
that as observations multiply in connection with this 
problem, it will be found that the supposed hormonal 
variations are in reality merely expressions of the 
variations in sensitivity of the test animal. There is no 
question of abandonment of the Rana reaction test. 
The author merely wishes to call attention to the need 
for prudence in the clinical decisions which must rely 
upon this examination. —John W. Brennan, M.D. 


Renal Function in Human Pregnancy—IV, the Uri- 
nary Tract “Dead Space” During Normal Gesta- 
tion. L. D. Lonco and N. S. Assautr. Am. 7. Obst., 1960, 
80: 495. 


URINARY TRACT DEAD SPACE is defined as the trajec- 
tory through which urine must pass from its point of 
excretion in the kidney to a urethral catheter. Varia- 
tions in the amount of dead space may lead to consider- 
able variations in urinary clearance studies. Hence it is 
of extreme importance to consider these values only 
when the dead space is known. 

This study was designed to measure the changes in 
the volume of the urinary tract and the dead space and 
also the variation in the rate of urine flow in relation 
to the volume of dead space. Nineteen pregnant 
women were studied, 9 of whom were studied at least 
once during each trimester of pregnancy. The others 
were studied at lesser intervals. Attempts were made 
to secure stable urine flow at the desired level of 1 
to 2 c.c. per minute. An equilibration period of 2 
to 4 hours was permitted during which an infusion 
of 5 per cent glucose in water was administered, the 
rate of flow being adjusted to secure the urinary flow 
desired. For stabilization the patients were given 600 
mgm. of sodium para-aminohippurate (PAH) intra- 
venously. Subsequently, PAH levels in the urine were 
determined and the urinary tract dead space was 
estimated by the methods indicated. 

There was a total of 42 tests completed. 

It was noted that the larger the urine flow the 
greater the amount of dead space. The second ob- 
servation was that there was a certain steady increase 
in the volume of urinary tract dead space throughout 
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pregnancy, the average falling somewhat during the 
third trimester. A peak point was reached at 30 weeks; 
however, the individual variations in the third 
trimester were quite large and difficult to determine. 
In the postpartum period, the dead space value fell 
to the prepregnant levels. 

It is known that approximately 80 per cent of 
pregnant women have demonstrable hydroureter; the 
cause has not been established. Most workers believe 
that this is due to a combination of the mechanical 
and functional derangements, with the hormonal 
factors probably predominant. Under any circum- 
stances, the total urinary tract dead space is increased 
during pregnancy. This fact was confirmed by the 
present studies and points out the dangers of the 
standard interpretation of clearance studies without 
considering this dead space. Mathematically, if the 
weight of urinary flow falls below 1 c.c., there is a 
marked effect on the clearance studies, and the 
magnitude of the error in such clearance studies is 
indeed great. — James F. Donnelly, M.D. 


Peridural Anesthesia in Obstetrics (Considérations 
sur l’anesthésie péridurale en obstétrique). F. Giovan- 
NinI and P, Granont. Gynaecologia, Basel, 1960, 149: 
145. 


IN A COMPARATIVE STupDy of obstetric anesthesia at the 
Maternity Hospital of Geneva,. Switzerland in 1956 
and 1957, it was found that there was a net decrease 
in the use of the combined administration of tri- 
chlorethylene, chloroform, and nitrous oxide in 1957, 
a decrease which was largely balanced by an increase 
in the use of the method of psychoprophylaxis, pain- 
less childbirth. The percentages of pudendal block 
anesthesia and of peridural anesthesia remained 
about the same. The material studied consisted of 
1,782 deliveries in 1956 and 1,969 in 1957. 

Thus lumbar peridural anesthesia, which was 
introduced in this clinic in 1948, seems to have main- 
tained its classical indications. It is indicated when 
there is a faulty onset of engagement or of dilatation, 
after rupture of the membranes, and as a method for 
sparing the mother who has pulmonary disease or 
cardiopathy. It is indicated as an analgesic agent only 
in rare instances when the cause of the pain has been 
definitely determined. It is contraindicated in cases of 
premature detachment of the placenta. The method 
may be used in some cases of fetal distress, since it 
favors the state of oxygenation of the uterus and 
thus of the fetus itself, and facilitates by muscular re- 
laxation the immediate delivery of the child if ad- 
visable. Muscular relaxation may also be resorted to 
for a less traumatic delivery of a premature fetus, and 
the relaxant effect is taken advantage of in the 
facilitation of delivery by cesarean section when, in 
addition, the augmented oxygenation and the ab- 
sence of toxic effects of the anesthesia result in the 
delivery of a more vigorous child. 

Finally, a new use was found in 1957 for the method 
of peridural anesthesia in the instances of foot pres- 
entation. In 1957 this method was applied in 4 in- 
stances of foot presentation resulting in a facile and 
spontaneous delivery in every case. Peridural anes- 
thesia seemed to help ameliorate pain in all breech 
deliveries. — John W. Brennan, M.D. 


Management of Placenta in Midtrimester of Preg. 
nancy. JoHN R. Kicut and Epwin J. Humpurey II]. 
Obst. Gyn., 1960, 16: 152. 


ONE HUNDRED FORTY-NINE PATIENTS whose pregnan- 
cies terminated between the sixteenth and twenty. 
seventh weeks of gestation were studied. Missed 
abortions were excluded. Management of retained 
placenta by watchful expectancy can not be justified 
at anytime during the sixteenth through the twenty. 
seventh weeks, since only 3 patients spontaneously 
passed the placenta after the first 15 minutes and 
only 1 after the first hour. The administration of 
ergotrate was without satisfactory results, whereas 
the administration of pitocin did yield an increased 
number of spontaneous expulsions. Approximately 
one-third of those given this oxytocic expelled the 
placenta. Intravenous administration seemed to have 
no advantage over multiple intramuscular injections, 

Febrile morbidity was studied in an attempt to 
determine if earlier operative intervention would be 
justified on this basis. However, it was found impossible 
in many cases to incriminate definitely the retained 
secundines as the cause of infection as opposed to 
events prior to the passage of the fetus. It can be 
stated, however, that there was an extremely low 
incidence of morbidity for the entire series, and, in 
the absence of severe bleeding, no contraindication 
to a trial of pitocin was noted. 

—Alan Rubin, M.D. 


Preinvasive Cervical Lesions in Obstetric Patients, 
Lorna D. Jounson, ARTHUR T. HERTIG, CRAWFORD 
H. Hinman, and Cuarzes L. Easterpay. Obst. Gyn., 
1960, 16: 133. 


THE CLINICAL APPEARANCE Of the cervix and the 
results of the Schiller test in a series of prepartum and 
postpartum patients with and without preinvasive 
lesions showed that erosion in combination with 
Schiller-positive areas was the most common finding 
in the group with preinvasive lesions but was uncom- 
mon among the normal group. 

A new method of taking multiple punch biopsies, 
consisting of a set of radial-step biopsies followed by 
a set of circumferential biopsies, is described. In 
obstetric patients this method proved to have the 
advantages of a diagnostic conization without the 
disadvantages of the latter. 

The effect of pregnancy or delivery or both on the 
course of carcinoma in situ is discussed. Although 4 
lesions discovered during pregnancy apparently 
progressed to early stromatic invasion, this was thought 
to be coincidental. 

The effects of time, removal of cervical tissue by 
biopsy, and pregnancy per se were studied in a series 
of 119 cases of anaplasia. Those cases which regressed 
did so within 18 months of the discovery of the lesion. 
Only 1 lesion progressed to carcinoma in situ. There 
was evidence of recurrence of anaplasia in 6 cases 
which had apparently regressed. Anaplastic tissue 
proved to be relatively resistant to removal by the 
biopsy punch. Pregnancy had apparently no effect 
on the course of this lesion. 

In prepartum patients with abnormal smears or 
preinvasive lesions normal delivery is allowed if there 
is no evidence of stromal invasion. After postpartum 
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re-evaluation, these lesions are treated by simple 
hysterectomy or conization, depending upon the 
nature, site, and extent of the lesion and the patient’s 
age and desire for more children. ba 

Postpartum cauterization of clinically abnormal 
cervices is shown to be inadequate as a means of 
preventing the preinvasive lesions or eradicating the 
unsuspected preinvasive lesions. 

—Alan Rubin, M.D. 


A 10 Year Review of Renal Diseases in Pregnancy. 
Morris SABIN, D. PARLIAMENT, and GeEorGE J. 
StrEAN. Canad. M. Ass. F., 1960, 83: 372. 


A 10 YEAR REVIEW of 101 cases of renal disease and 
toxemia in pregnancy at the Jewish General Hospital, 
Montreal, Canada is presented. Renal function showed 
evidence of deterioration during pregnancy in only 
| patient. There was 1 maternal death. The corrected 
fetal wastage was 9.9 percent. The incidence of cesarean 
section was 11 per cent, 10 cases. The incidence of 
sterilization procedures was 15 per cent. Pregnancy 
usually causes no qualitative changes in primary re- 
nal disease. The most important effect of renal dis- 
orders on pregnancy was a 2 fold or greater increase 
in fetal wastage. —Alan Rubin, M.D. 


Sickle Cell Anemia in Pregnancy, KENNETH G. LANs- 
rorp and RicHARD W. STANDER. Obst. Gyn., 1960, 16: 
194, 


CasE HISTORIES of 3 patients with sickle cell anemia 
and 2 with sickle cell hemoglobin C disease are 
reported. There were 15 pregnancies resulting in 10 
surviving infants, 3 spontaneous early abortions, and 
2 stillbirths. 

The hematocrit should be kept at 25 to 30 per cent. 
Oxygen should be used during labor and delivery and 
for a short time postpartum. Prophylactic antibiotics 
should be administered during obstetric admissions. 

—Alan Rubin, M.D. 


§ Fatal Pulmonary Embolism in Gynecology and Ob- 


stetrics (Die toedliche Lungenembolie in Frauenheil- 
kunde und Geburtshilfe). H. Merxner. Wien. med. 
Wschr., 1960, 110: 554. 


Tue AUTHOR has reviewed the records of 19 patients 
with fatal pulmonary embolisms from a total of 
43,500 admissions to the University Women’s Clinic 
at Innsbruck, Austria during the years 1945 to 1958. 
Anticoagulants have been used since 1952, preferably 
in those patients in whom thrombosis developed or 
was more likely to develop. In this category are pa- 
tients with malignant disease, multiple varicosities, 
previous thromboembolic phenomena, unexplained 
postoperative fevers, and those who cannot be am- 
bulated. 

Anticoagulants were used more reluctantly at the 
gynecologic service for obvious reasons. All 14 deaths 
were postoperative and none of these patients had 
been treated with anticoagulants. Two patients died 
without any prodromal warning. Pulmonary em- 
bolism occurred on the average on the eighth day 
after operation and was much more frequent in the 
fourth decade of life. 

The problem is much less frequent on the maternity 
floor, mainly because deep thromboses are rare. Only 


1 maternity patient died of pulmonary embolism 
since 1952 and she had not received anticoagulants. 
This, obviously, constitutes a significant result of the 
use of these drugs. The author believes that thrombo- 
embolic complications occur frequently enough after 
cesarean section—figures of 7.2 to 10 per cent are 
quoted—to warrant routine use of anticoagulants 
after abdominal delivery. The pattern of pulmonary 
embolism in obstetrics seemed to be its unexpected 
occurrence several days after a febrile thrombo- 
phlebitic episode was resolved. The temperature and 
pulse records were by no means reliable in predicting 
these complications. 

Heparin was reserved for urgent and severe cases 
and dicumarol (tromexan) was the drug of choice and 
was prescribed for an average of 16 days in gyneco- 
logic and 12 days in obstetric patients. Daily pro- 
thrombin time determinations were routine. Bleeding 
occurred in 2.8 per cent of 636 patients treated with 
anticoagulants and responded well to discontinuance 
of the drug or vitamin K or both except in 1 patient in 
whom a blood transfusion became necessary. 

—W. Dieter Bergman, M.D. 


Extrauterine Pregnancy (A propos d’une série de 200 
grossesses extra-utérines). J. THoyver-Rozat and 
A. Dupay. Sem. hép. Paris, 1960, 36: 1967. 


ALL OF THE ASPECTS of ectopic pregnancy were studied: 
etiologic factors, histology, diagnosis, and treatment. 
The report is of 200 cases observed by the authors. 

In this series of cases, 63 per cent of the patients 
were 26 and 35 years of age, and the majority were 
between 26 and 30 years of age. Twenty per cent 
were between the ages of 21 and 25 years, 2 per cent 
were less than 20 years of age, and 3 per cent were 
41 to 45 years of age. 

One-quarter of the patients had had no previous 
pregnancies. About one-half of them had had previous 
abdominal disease such as salpingitis and appendicitis. 
In the other one-half, there had been no particular 
previous diseases, although 5 of them had had disease 
of the opposite tube. 

The frequency of ectopic pregnancies diminishes 
with the number of previous uterine pregnancies. 
Miscarriage is the most frequent previous gynecologic 
event. The other most frequent previous diseases were 
infections. 

The most frequent clinical signs are amenorrhea 
and hemorrhage, 98 per cent. There is seldom pain. 
The other clinical signs are quite inconstant. 

On examination, there is usually a moderate, 
progressive anemia. Sometimes there is leucocytosis. 
Usually, but not always, animal inoculation test 
results are positive. An exploratory puncture of 
Douglas’ cul-de-sac will produce blood or clot. This 
procedure is without danger and may be followed 
immediately by operation. The advised treatment is 
operation and transfusion. 

The prognosis is excellent, unless there is severe 
hemorrhage without transfusion. However, many 
patients become sterile, more often if this is the first 
pregnancy. 

For a critical diagnostic study, the puncture of 
Douglas’ cul-de-sac celioscopy, and hysterosalpingog- 
raphy are all very helpful. 
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Operation is advised in all cases, with excision of 
a portion of the tube. — Miriam Miller, M.D. 


LABOR AND COMPLICATIONS 


Combined Measurement of the Forces of Labor 
(Kombinierte Messung von Geburtskraeften). W. 
LANGREDER. Geburtsh. & Frauenh., 1960, 20: 569. 


THERE ARE several methods available to measure and 
demonstrate uterine contractions objectively, but 
each method alone is unsatisfactory. External tocog- 
raphy is the least reliable, since its graphs do not 
seem to move symmetrically with the intrauterine 
pressure. This method is valuable only to rule out 
hypertony and tetany during intravenous oxytocin 
stimulation. The author has noted that such scien- 
tific concepts as “‘fundal dominance,” “ascending 
contractility,” a “uterine pacemaker,” and left or 
right “lateral predominance” are of doubtful validity 
in evaluating pains and predicting the outcome of 
labor. 

Internal tocometry is more exact but has the dis- 
advantage of an intrauterine or intracervical manipu- 
lation which might in itself influence the pattern of 
contractions, and it appears that the intrauterine 
pressure can be measured but not its direction and 
effect. It can be shown, for instance, that even in- 
creased abdominal ‘“‘ bearing down”’ does not neces- 
sarily change the monotonous intrauterine pressure 
gradient. 

The author believes that the uterine elevation, 
the erection of the uterine fundus, constitutes a better 
measure of the force of the contractions, and it can 
be estimated with a tape measure by the difference 
in abdominal circumference during and between 
contractions. This can be recorded by an elastic waist- 
band to which an electric gauge is attached. 

—W. Dieter Bergman, M.D. 


The Electronic Evaluation of Fetal Heart Rate—III, 
The Effect of an Oxytocic Agent Used for the 
Induction of Labor. Orvan W. Hess and Epwarp 
H. Hon. Am. 7. Obst., 1960, 80: 558. 


THE PURPOSE of this report was to describe the fetal 
heart rate during oxytocin-induced labor. Oxytocin 
was administered by the intravenous drip method 
whereby 10 units of the agent were added to 1,000 ml. 
of 5 per cent dextrose in water and the dose was regu- 
lated until u:erine contractions ensued. The frequency 
of fetal heart rate and the frequency and duration of 
uterine contractions were determined by electronic 
devices. 

The records of 11 of the 40 patients in this study 
who were admitted to the Grace-New Haven Com- 
munity Hospital, New Haven, Connecticut at or 
near term were selected as representative of the pat- 
terns of the fetal heart rate associated with oxytocin- 
induced labor. The fetal heart rate appeared to be 
influenced largely by the frequency, duration, and 
intensity of uterine contractions. When the contrac- 
tions occurred at the rate of 3 to 4 per 10 minutes, 
only minor deviations in fetal heart rate were noted. 
Usually mild tachycardia and irregularity were 
present and these were followed occasionally by 
bradycardia when approximately three closely 


spaced contractions of 60 to 80 seconds’ duration 
occurred. With a tetanic uterine contraction, pro. 
found bradycardia usually occurred. The tachycardia 
and marked bradycardia associated with infrequent 
contractions in the 2 pre-eclamptic patients may re. 
flect compromised fetal reserve. 

Since other studies of the hemodynamics of uterine 
contractions have shown that maternal blood flow 
through the intervillous space is impeded and may 
be cut off entirely at the height of the contraction, it 
is logical to suggest that the episodes of bradycardia 
observed in this study were hypoxic in origin. 

The authors conclude that while controlled intra. 
venous infusion of an oxytocin is an excellent method 
of inducing labor, its use should be supervised carefully 
since fetal oxygenation may be compromised, partic. 
ularly when fetal circulatory reserve may be altered 
by maternal age, pre-eclampsia, and maternal hypo. 
tension. — Stephen W. Carveth, M.D. 


The Feedback Principle in Elective Induction of 
Labor with Oxytocin Drip. CLypve S. Ricurts. Obst, 
Gyn., 1960, 16: 167. 


A METHOD of employing the feedback principle in 
elective induction of labor with intravenous oxytocin 
drip was presented. Part of the work of the contracting 
uterus was used to interrupt the intravenous adminis- 
tration of dilute oxytocin. This is a safer and more 
physiologic means of administering oxytocin to the 
undelivered patient. 

A belt with an attached container is placed around 
the patient’s midabdomen at the level of the most 
prominent part of the underlying uterine fundus. The 
plastic container is located under the belt at the most 
anterior point of the abdomen. The tubing from the 
oxytocin solution bottle is led under the belt and be- 
tween the opposing edges of the plastic container in 
a midlongitudinal fashion, then to the intravenous site. 

After induction is under way and the drip rate is 
adjusted, the belt is tightened at the height of a uterine 
contraction just to the point of stopping the infusion 
drip. When the uterine contraction subsides, the 
infusion of oxytocin will begin again as the tubing, 
no longer compressed between the edges of the plas- 
tic container, tends to open. The belt used, due to its 
small width, does not seem to interfere with induction 
of spinal anesthesia despite its close proximity to the 
induction site. 

The author believes that a more dilute solution of 
oxytocin would improve the presented method of in- 
duction, for it would allow adjustment for a few drops 
of extremely dilute, quickly inactivated, oxytocin to 
flow at the height of contractions. Thus, the problem 
of occasional needle plugging might be overcome. 

—Charles Baron, M.D. 


Intravenous Administration of Antispasmodics to 
Primiparas at the Beginning of Labor (Les ant 
spasmodiques administrés par voie intra-veineuse chez 
les primipares au début du travail). G. PicEaup and 
B. Dumas. Rev. fr. gyn. obst., 1960, 55: 397. 


THE MATERIAL for this study consisted of young 
healthy primiparas whose pregnancies were full term 
and who had received no previous medication. They 
were divided into three groups of 90 patients each. 
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The first group received no treatment other than to 
have the membranes systematically ruptured when 
the cervix had dilated to 5 cm. The second group re- 
ceived the benefits of so-called directed labor, that is, 
the membranes were ruptured, antispasmodics were 
administered intramuscularly, and oxytocics were 
given in small doses. The patients in the third group 
were given, in the course of the directed labor, an 
intravenous injection of “‘spasmalgine-buscopan” aft- 
er the dilatation had reached 5 cm. 

A graph was constructed for each group, the 
ordinates showing the number of hours (duration of 
labor) from the moment that the dilatations were 
respectively 2, 3, and 4 cm. (30 cases each), that is, 
from the time when labor had really begun until the 
delivery of the child was completed. The duration 
values for each group were then compared and the 
median value for each was plotted on a master chart. 
This method demonstrated graphically that the dura- 
tion of labor for the first group was 7 hours and 46 
minutes, for the second group 6 hours and 15 minutes, 
and for the third group 4 hours and 50 minutes. 

The authors considered this material too meager to 
obtain information on other aspects of this subject 
and, for this reason, they continued the study. At the 
present time, the authors have records of some 400 
cases to add to the third group. 

After studying the aspect of analgesia in this en- 
larged group, they found that the method exerted a 
favorable influence on the early lumbar pains, those 
pains which demoralize the otherwise prepared pa- 
tient because of their unexpected nature. The regular 
labor pains are not always markedly ameliorated; the 
authors speculate in this regard on the possibility of 
the “spasmalgine-buscopan” injections, which are 
now given immediately upon the patient’s admittance 
to the delivery room, increasing the muscular con- 
tractions of the parturient uterus. 

On the whole the authors regard the results as ex- 
cellent; there has been no maternal mortality and 
only 2 children died (1 instance of unexplained natal 
mortality and 1 of secondary infant mortality). 

— John W. Brennan, M.D. 


Obstetric Analgesia Based on Pethidine-Antagonist 
Mixtures. Joun Buttoucn. Proc. R. Soc. M., Lond., 
1960, 53: 509. 


A NEW METHOD of pain relief in childbirth has evolved, 
which is based on repeated injections of a pethidine- 
antagonist mixture. 

Each dose consists of 100 mgm. of pethidine. The 
first dose is given when the cervix is dilated about 3 
cm.; the second dose is given 1 hour later. Further 
doses are given as required every 2 to 4 hours to main- 
tain good analgesia. The anticipated time of delivery 
is ignored. Later, supplementation is with gas and air 
or, when indicated, trilene and air inhalation from an 
approved apparatus. When additional sedation is 
required, a single injection of a phenothiazine deriva- 
tive is ordered. This method gives excellent results in 
40 per cent of all patients, satisfactory results in a 
further 52 per cent, and fails in only 8 per cent. The 
condition of the babies at birth is better after high 
doses of the mixtures are used than after even low 
doses of pethidine alone. — john R. Wolf, M.D. 


Pharmacologic and Hypnoid Analgesia. CHartes E. 
Fiowers, Jr., THomas W. LitTLejoun, and H. 
Brapb.ey WELLS. Obst. Gyn., 1960, 16: 210. 


THIS REPORT appraises hypnosis in obstetrics and 
compares natural childbirth and hypnosis with other 
methods of obstetric analgesia, both with regard to 
the duration of labor and the response of the infant. 

The authors made a study of 442 vaginal deliveries 
in private patients at the University of North Carolina 
between 1954 and 1959. The group was homogeneous, 
in that all of the patients were white, in the upper 
socioeconomic group, and had had 12 or more years 
of education. It was considered important that patients 
be compared on these bases since perinatal mortality 
and obstetric complications are functions of economic 
status and education. 

This group of patients was unusual in that each 
patient selected her own program of obstetric anal- 
gesia and anesthesia provided there were no obstetric 
complications. Natural childbirth, hypnosis, analgesia 
without scopolamine, and analgesia with scopolamine 
were offered. Pudendal block, pudendal block and 
60 per cent to 40 per cent nitrous oxide, cyclopropane 
with nitrous oxide and pudendal block, and spinal 
and caudal anesthesias were offered. 

Patients who selected hypnosis were given 4 to 6 
one-hour periods of instruction. They were given a 
general orientation lecture and instruction in relaxa- 
tion and autohypnosis. Various induction and deepen- 
ing techniques also were taught and practiced in the 
periods of formal instruction and at subsequent pre- 
natal visits. The emphasis in the hypnosis program 
was placed on relaxation and autohypnosis; the role 
of the physician as a hypnotist was de-emphasized. 
Patients were urged to practice relaxation techniques 
at home at least once a day. 

The lowest mean and median durations of labor 
were among those patients who employed the prin- 
ciples of hypnosis and natural childbirth. 

Analgesics and amnestics were administered intra- 
venously at the acceleration phase of labor. The mean 
and median durations of labor among patients under 
analgesia and amnesia were not prolonged when 
compared with other series. 

Seventy-eight per cent of multiparas and 48 per cent 
of primiparasin the series were delivered spontaneously. 

The reaction time of the infants and their neuro- 
logic morbidity was more often related to the birth 
process and obstetric complications than to the anal- 
gesia or anesthesia. 

The perinatal mortality for infants weighing 1,000 
gm. and more in this series of 442 deliveries was 0.018 
per cent. There were 8 perinatal deaths; 3 were due 
to congenital anomalies incompatible with life; 2 
infants succumbed in utero before the onset of labor; 
2 patients had abruptio placentae; and 1 infant died 
after a breech extraction for fetal distress. A low peri- 
natal mortality would be expected in a group of 
patients with a high socioeconomic and _ intellec- 
tual status. 


The time at which analgesia was induced before 
delivery did not influence the reaction times of the 
infants. Scopolamine, when used in primiparas, was 
the only agent that seemed to affect adversely the 
reaction time of infants; however, infants who were 
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delivered without analgesia or anesthesia were in 
general more vigorous than infants whose mothers 
who were delivered under analgesia and systemic 
anesthesia. —Charles Baron, M.D. 


The Effect of Pain Relief for Labor and Delivery on 
the Fetus and Newborn. L. STANLEY JAMES. Anes- 
thesiology, 1960, 21: 405. 


A HISTORICAL SURVEY of obstetric anesthesia indicates 
that the pendulum is swinging from an era of excessive 
use of drugs toward one of minimal medication. Im- 
provement in the mental attitudes of mothers is one 
of the major factors contributing to this trend. 
Hitherto great attention has been paid to relief of pain, 
and other pharmacologic actions of various drugs 
were neglected. As a result we are only now beginning 
to appreciate how analgesic agents can prolong labor 
and indirectly exert a deleterious effect on the fetus. 

Since the delivery process appears to reduce the 
exchange of oxygen and carbon dioxide between 
mother and baby, and the infant is born in a state of 
biochemical asphyxia, the physician must also be 
aware that the mildly depressant action of a particu- 
lar drug may change to one of toxicity if asphyxia is 
superimposed. The asphyxia partly accounts for the 
lack of correlation between the dose of a particular 
drug and the response of the baby at birth. 

The degree of acidosis in the baby is a truer indica- 
tion of a period of oxygen deprivation. Infants with a 
mild metabolic acidosis at birth may have either a rel- 
atively high or an extremely low oxygen saturation. 
In the absence of excessive medication, these infants 
are always vigorous. On the other hand, those infants 
with a profound metabolic acidosis always have low 
oxygen levels at birth and are invariably depressed. 

Acidosis may carry important implications. It in- 
creases the toxic action of potent anesthetic agents. 
Renal function is diminished with a pH of 7.2 and 
renal shutdown may occur when the pH reaches 7.0. 
Other effects relate to optimum fH for various enzyme 
functions. Finally, cardiovascular collapse is imminent 
when the pH falls below 6.9. 

These factors all increase the responsibilities of the 
anesthetist in the delivery room. Not only must he be 
skilled in the administration of anesthetics, but he 
must also have a knowledge of pharmacology and a 
thorough understanding of the physiology of preg- 
nancy, labor, and delivery if he is to meet the chal- 
lenging situations in obstetric anesthesia successfully. 

— John R. Wolff, M.D. 


Mechanism and Management of Inversion of Uterus. 
S. N. Upapuyay and K. Acnart. 7. Obst. Gyn. India, 
1960, 10: 447. 


THE METHOD of production of acute puerperal inver- 
sion is akin to that seen during cesarean section. Seven 
cases of acute partial inversion during cesarean section 
are presented. In all of these cases the placenta was 
situated either on the anterior or on the posterior 
wall of the uterus but not directly on the fundus. 
There was invariably peripheral separation of the 
placenta. As the trickle of blood started with the sepa- 
ration of placenta, the placental delivery was com- 
pleted artificially by gently squeezing it out from its 
attachment as in Crede’s maneuver, or by gentle 


traction on the cord or both. In all of these cases 
flabbiness of the uterine musculature was a noticeable 
feature, in spite of the retraction having been initiated. 
Once the inversion of the anterior or posterior wal] 
started, the top of the fundus followed. The uterine 
contraction was thereafter noted on the uterus outside 
the inverted area. The rim of the inversion cup on the 
uterus felt hard, like cartilage. Replacement by reduc- 
tion or taxis was easy before the contraction had 
started and the fundus had become inverted. In the 
majority of cases there was some degree of adaptive 
reaction as noted by the fall of blood pressure. 

Classical inversion is contributed to by various 
predisposing factors such as prolonged labor and 
flabbiness of the uterine musculature and by exciting 
factors such as traction on the cord or gentle expres. 
sion of the placenta, as all of them interfere in regain. 
ing viscosity after expulsion of the placenta. The 
common feature, the lowered viscosity in the placen- 
tal area, name it atony, thinness, or temporary 
neuromuscular abnormality, continues to remain as 
the essential pathologic condition to bring about this 
end result. 

For management of chronic inversion a technique 
is used in which an extraperitoneal scar on the uterus 
and a fascial sling are made to prevent recurrence 
and cervical incompetence besides correcting the 
inversion itself along with the shortening of the round 
ligaments. The advantages of this technique over the 
other known operative procedures have been discussed. 

—Charles Baron, M.D. 


Face Presentation. MAHEEDRA N. Pariku. 7. Obst. Gyn. 
India, 1960, 10: 456. 


Two HUNDRED AND FORTY cases of face presentation 
occurring at an East Indian maternity hospital between 
1 January 1954 and 31 December 1958 were discussed. 
The incidence is much higher than reported by 
other investigators. The conventional etiologic factors 
seem to be of little significance. The diagnosis in most 
cases was made late in labor. Most of the patients, 
92.1 per cent, delivered spontaneously. There was no 
maternal death, and the corrected infant loss was 
5.4 per cent. Best results were achieved by conserva- 
tism. Face presentation is not as dangerous as it is 
often believed to be. —Charles Baron, M.D. 


Transverse Fetal Presentation, THOMAS FRERE KRAMER 
and Tuomas W. SKALLEy. Am. 7. Obst., 1960, 80: 291. 


ONE HUNDRED AND THREE CASES of true transverse 
presentation among 63,104 deliveries occurring at 
Charity Hospital, Louisiana, Mississippi from 1953 to 
1958 are analyzed and discussed. The incidence for 
transverse presentation was 1 in 613 deliveries. This 
incidence was the same for the white as for the col- 
ored patients. 

Forty-six of the patients were more than 30 and 16 
were more than 35 years old. In this series 96 per 
cent were para I or more, 73 per cent para III or more, 
and 32 per cent para VI or more. Sixteen patients had 
placenta previa, 2 had polyhydramnios, and 1 had 
leiomyoma obstructing the birth canal. Nine patients 
had had previous transverse lie presentations. 

Twenty-six infants weighed 1,500 to 2,500 gm., 70 
weighed 2,500 to 4,000 gm., and 7 more than 4,000 





gm. TI 
duratio 
fants. ‘] 
per cen 
Nine 
lapse 0 
was 1 r 
of the « 
sion an 
tients, 
diagno 
patient 
inally. 
were 0! 
and e) 
sponta’ 
The: 
series. 
hiscen¢ 
The 
true tr 
immed 
except 
dilatat 
ternal 
branes 
uterus 
fetopel 
patien 


Vagin: 
Sect 
195¢ 

ONCE 

a cesa! 

tender 

circun 

after p 

tice, t! 

of 3,98 

by ces 

had su 
tured 
not in 
ment | 

Ar 
can be 
safely 
patier 
with \ 
and sk 
sitatir 
transi 
ovaric 
of ces; 
becau 
ciated 
delive 
the |: 
(5) th 
shoul 
after | 
multi 
not k 


co (DO bee 6 DO CD CD tees 2 OD 


SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 63 


gm. The fetal mortality rate was proportional to the 
duration of labor and was greater for premature in- 
fants. The total corrected fetal mortality rate was 7.2 
per cent. 

Nine patients had prolapse of the cord, 18 had pro- 
lapse of an arm, and 3 had prolapse of a leg. There 
was 1 ruptured uterus and 1 case of severe lacerations 
of the cervix and vagina as the result of internal ver- 
sion and extraction in neglected patients. Of the pa- 
tients, 62.3 per cent were delivered within 1 hour of 
diagnosis, 83.1 per cent within 2 hours. Eighty-nine 
patients were delivered by cesarean section, 14 vag- 
inally. Excluding 4 fetuses dead on admission, there 
were only 10 delivered vaginally, 8 by internal version 
and extraction, 1 after external version, and 1 by 
spontaneous evolution. 

There were 4 nonelective hysterectomies in this 
series. Eight patients had postoperative wound de- 
hiscence. There were no maternal deaths. 

The authors conclude that in patients in labor with 
true transverse presentation of normal viable infants, 
immediate cesarean section is recommended with one 
exception. The multipara who is at complete cervical 
dilatation when first seen may best be delivered by in- 
ternal version and extraction, provided that the mem- 
branes are intact or only recently ruptured, that the 
uterus is normal and well relaxed, and that there is no 
fetopelvic disproportion or placenta previa. Neglected 
patients should be managed by abdominal delivery. 

—Lawrence I. Bernard, M.D. 


Vaginal Deliveries Subsequent to Previous Cesarean 
Section. JoHN Ciancy. Tr. Pacific Coast Obst. Gyn. Soc., 
1959, 27: 5. 


ONCE AGAIN the question of “‘once a cesarean, always 
a cesarean” is brought up. The author points out the 
tendency toward permitting patients under certain 
circumstances to proceed with a vaginal delivery 
after previous cesarean section. From his private prac- 
tice, through the years 1946 to 1958, he had a total 
of 3,989 patients, of whom 2 per cent were delivered 
by cesarean section. Eleven per cent of these patients 
had subsequent vaginal deliveries. He reports 5 rup- 
tured uteri in the total series of deliveries but does 
not indicate whether any occurred under his manage- 
ment of a vaginal delivery after a previous cesarean. 

A number of conditions must be present before it 
can be presumed that a patient will deliver reasonably 
safely by vagina after a previous section: (1) The 
patient should be apprised of the problems associated 
with vaginal delivery after previous cesarean section 
and should agree to the idea; (2) the condition neces- 
sitating the first cesarean section must have been 
transient, such as placenta previa, transverse lie, 
ovarian cyst, or prolapsed cord; (3) the previous type 
of cesarean section should not have been the classical, 
because of the much higher incidence of rupture asso- 
ciated with this incision; (4) one or more vaginal 
deliveries prior to the previous section tends to make 
the labor less dangerous, since it will be shorter; 
(5) the woman with a fetus in breech presentation 
should not be permitted to labor and deliver vaginally 
after previous cesarean section; and (6) patients with 
multiple pregnancies with polyhydramnios should 
not be delivered vaginally after previous cesarean. 


In patients with previous section the occurrence of 
a posterior position of the fetal head with a prominent 
anterior shoulder often alarms many physicians. Alarm 
is unnecessary and there should be no concern unless 
there is an increase in the amount of vaginal bleeding. 
The presence of sudden pain, increasing pain, vaginal 
bleeding, shock, elevation or retraction of the fetal 
presenting part are all ominous signs indicating rup- 
tured uterus and should be treated immediately. 

Inductions are contraindicated in these patients. 
Once the patient has reached full dilatation, immedi- 
ate delivery should be effected by forceps. Examina- 
tion of the uterine cavity in the immediate postpartum 
stage is important. — James F. Donnelly, M.D. 


NEWBORN 


Oxygen Administration to the Mother and its Rela- 
tion to Blood Oxygen in the Newborn Infant. 
James J. McCrure. Am. 7. Obst., 1960, 80: 554. 


THE AUTHOR presents his method of administering 
oxygen to a woman in labor and the result on oxygen 
tension of the blood of the newborn infant. Because 
the slope of the newborn infant’s oxygen dissociation 
curve in the 50 per cent oxygen saturation range is 
great, a small increase of oxygen in this portion of the 
curve results in a large increase in oxvhemoglobin. 
In this investigation oxygen was administered at a 
rate of 10 1./min. through a BLB mask (commonly 
used in high-altitude flights) to the mother during 
the 10 to 15 minutes preceding delivery. Immediately 
after delivery, a segment of umbilical cord was clamped 
before the infant breathed or cried and then was re- 
moved. Blood was at once drawn anaerobically from 
the umbilical vein into a 10 c.c. greased syringe pre- 
viously rinsed with heparin. Partial pressure of oxygen 
was determined by a modified Riley technique. 

In the 45 control samples of blood from the umbili- 
cal vein the average partial pressure of oxygen was 
28.5 mm. Hg with a range from 10 to 55 mm. The 
average partial pressure of oxygen in blood from the 
umbilical vein after administration of oxygen to the 
mother was as follows: 31 mm. Hg for the 51 patients 
who received oxygen for 10 minutes or less, 34.4 mm. 
for the 11 patients who received it for 10 to 15 minutes, 
and 40 mm. for those 18 patients who breathed oxygen 
for more than 15 minutes. These increases were not 
compared statistically. 

Although an increase in the oxygen available to 
the fetus may be lifesaving in certain pathologic con- 
ditions, the problem of whether oxygen is of benefit 
during normal labor must await analysis of the clinical 
outcome of a large series of babies from mothers 
given oxygen during the last 10 to 15 minutes prior to 
delivery. — Stephen W. Carveth, M.D. 


Factors Affecting Prematurity (Inwieweit kann Prae- 
maturitaet verhindert werden? ). C. E. RArA, J. Linn, 
and P. Vara. Geburtsh. & Frauenh., 1960, 20: 605. 


IT HAS BEEN SHOWN that there is generally a good 
correlation between total hemoglobin and maximum 
working capacity as well as cardiac volume. In 
pregnant women it has also been shown that there 
is a definite parallelism between fetal birth weight, 
maternal cardiac volume, and placental size. 
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The authors are convinced, and show tables to 
demonstrate this, that a small maternal heart and 
an increased work load for the patient are factors 
which increase the risk of prematurity significantly. 
Toxemia apparently was about 6 times as frequent 
in mothers with less than 320 c.cm./m? heart volume 
as compared with normal pregnant women. 

—W. Dieter Bergman, M.D. 


A Study of the Causes of Perinatal Death. E. K. Auve- 
NAINEN, Acta obst. gyn. scand., 1960, 39: 438. 


ONE HANDICAP to the study of perinatal mortality 
has been the lack of a uniform classification of the 
causes of death. This Finnish study utilizes, so far as 
possible, an anatomic classification based on autopsy 
findings. Perinatal mortality is defined to include 
both stillbirths and neonatal deaths during the first 
week of life. In order to obtain a more representative 
series, material was obtained from a teaching hospital, 
the Helsinki Children’s Clinic, and from a regional or 
rural hospital, Keski-Suomi, Jyvaskyla. 

Infection, anoxia, kernicterus, and prematurity, 
immaturity, were listed as the underlying causes of 
death only in those cases in which no other specific 
cause of death was present. Hyaline membrane was 
listed only when present alone or in association with 
pneumonia or pulmonary hemorrhage. Malformation 
was listed only if severe enough to cause death alone 
or in conjunction with some other factor. Intracranial 
hemorrhage was not listed as an underlying cause of 
death if a severe congenital malformation was also 
present. 

Intracranial hemorrhage was the leading cause of 
neonatal death among premature infants and second 


to congenital malformations as a cause of death among 
term infants. It appears that anoxic intracranial 
hemorrhage is increasing and traumatic intracranial 
hemorrhage is decreasing. Infection as an underlying 
cause of death has decreased since the advent of anti. 
biotics, but infection as an immediate cause of death 
has increased. Possibly, resistant hospital bacteria will 
contribute to this problem in the future. 

At Helsinki, newborn infants were evaluated by the 
Apgar rating. Although the majority of neonatal 
deaths were scored between 1 and 6, it is of interest 
to note that 20 per cent of the premature and 25 per 
cent of the term infants were scored 9 or 10—including 
anoxic intracranial hemorrhage, anoxia, and hyaline 
membrane disease as causes. 

In 60 per cent of the neonatal deaths, there were 
complications of labor which may or may not have 
contributed to the outcome. Leading complications 
included toxemia, abruptio placentae, placenta previa, 
and polyhydramnios. 

Information about stillbirths was limited partly 
because of the frequency of maceration and partly 
because clinical signs are often lacking at the time of 
death. In 64 per cent of the cases no pathologic findings 
were exhibited, and of these cases, 40 per cent had no 
obstetrical complications. 

In recent years, every perinatal death at the regional 
hospital has been studied at a meeting of obstetricians, 
pediatricians, and pathologists. It appears that about 
one third of the deaths could have been prevented. 
Areas for improvement include anoxic intracranial 
hemorrhage, infection, congenital malformations, and 
hyaline membrane disease. 

—Lester T. Hibbard, M.D, 





incr 
be 2 
thar 


SURGERY OF THE MALE REPRODUCTIVE SYSTEM 


PROSTATE AND SEMINAL VESICLES 


Metabolic and Radioactive Tracer Studies in Car- 
cinoma of the Prostate. HERTA SPENCER, ROBERT 
E1sinGER, and Daniet Laszto. Am. 7. Med., 1960, 29: 
282. 

‘THE CALCIUM METABOLISM of patients with widespread 

skeletal metastases from prostatic carcinoma differs 

significantly from that of patients with metastatic 


tumors from the breast, thyroid, or lung. The lytic © 


nature of these latter tumors often results in marked 
hypercalciuria which may be reversed by specific 
hormonal or antitumor therapy and, thereby, reflect 
the efficacy of such therapy. Such is not the case with 
prostatic carcinoma, since the majority of patients 
with diffuse skeletal metastases have either normal or 
low urinary calcium excretion. 

Seventeen patients with prostatic carcinoma were 
subjected to detailed balance studies of calcium, 
phosphorus, and nitrogen metabolism. Daily balance 
studies, calcium tolerance tests, and radioisotope 
clearances, using radiocalcium and radiostrontium, 
were performed. Patients with widespread osteo- 
blastic metastases showed a marked tendency toward 
calcium retention as evident by low or normal urinary 
calcium excretion, increased retention after calcium 
loading, and normal calcium balance on a controlled 
low calcium diet. 

The urinary excretion of calcium in 6 previously 
orchiectomized patients was either normal or low, and 
1 of 2 patients studied before and after orchiectomy 
showed a further reduction in calcium excretion after 
the procedure. The urinary excretion of radiocalcium 
and radiostrontium was also low. 

Estrogen therapy resulted in a further decrease of 
urinary calcium excretion and, more significantly, in 
a greater retention of infused calcium with the calcium 
tolerance test. The authors state that the decrease in 
urinary excretion and increase in calcium retention 
correlated well with the relief of bone pain produced 
by estrogen therapy, and these changes, moreover, 
became evident after only a few days of therapy. The 
increased calcium retention after loading appeared to 
be a better indicator of the effectiveness of therapy 
than the decrease in urinary calcium excretion. 

—Vincent F. O’Conor, Jr., M.D. 


The Histology and Biology of Cancer of the Prostate 
(Zur Histologie und Biologie des Prostatakarzinoms). 
W. K6utmerer and H. Hasonex. Zschr. Urol., 1960, 
53: 287. 


THERE Is a considerable discrepancy in the morbidity 


and mortality of patients with prostatic carcinoma. 
An attempt has been made in the past to reach a more 
precise prognosis based on histologic sections of a 
given prostatic cancer. Some authors have pointed 
out, however, that histologically identical prostatic 
cancers have a markedly different biologic behavior. 

To test the possibility of a more accurate prognosis 
based on histologic study of prostatic cancer, an at- 


tempt was made to correlate the histologic picture 
with the clinical course after the diagnosis had been 
established. This was done in 42 cases. In 48 ad- 
ditional cases, the prostatic cancer was an accidental 
finding in the enucleated adenoma after suprapubic 
prostatectomy. 

It is not easy to classify a prostatic cancer ac- 
cording to its histologic appearance, since glandular 
structures, solid blocks of cells, and light and dark 
celled epithelial formation can occur in any sample of 
prostatic cancer. The pathologic material was, there- 
fore, classified into 2 groups: (1) light celled, pre- 
dominantly narrow lumened glandular carcinomas 
and (2) all other cancers. For evaluation the histologic 
classification was compared with the 5 year survival 
rate of the patients and with the average survival of 
patients who have died from prostatic cancer. 

The findings were as follows. The patients in whom 
the diagnosis of prostatic cancer was made on the 
basis of transurethrally resected specimens had a 5 
year survival rate of 77 per cent, whereas those in 
group 2 had a survival rate of 47 per cent. 

In patients in whom prostatic carcinoma was ac- 
cidentally discovered after suprapubic prostatectomy, 
89 per cent had a survival rate of 5 years in group 1 
whereas only 50 per cent survived for 5 years in group 
2; 

It is obvious from these statistics that patients in 
group 1 have a much more favorable prognosis. 
Sabry has not been able to detect any correlation be- 
tween the degree of histologic malignancy and the 
survival of patients with prostatic cancer. He states, 
wisely, that the rate of growth of a latent prostatic 
carcinoma is best determined in the living patient 
rather than in autopsy material. In general, a well 
differentiated adenocarcinoma yields a better prog- 
nosis than other carcinomas of the prostate. It should 
be remembered, however, that in a given case the 
histologic appearance of a cancer is only one of many 
factors which will influence its behavior. 

—S. Richard Muellner, M.D. 


Modified Suprapubic Transvesical Prostatectomy 
Followed by Voiding After Second Day. LEonaRD 
V. Smitey. 7. Urol., Balt., 1960, 84: 493. 


THE AUTHOR describes a modification of transvesical 
prostatectomy which permits the patient to void 
voluntarily from the second postoperative day, main- 
tains a dry abdominal wall, retains the safety features 
of a suprapubic tube, and eliminates bladder spasm. 
Bladder neck sutures and a No. 24, 30 c.c. Foley bag 
catheter are used for hemostasis. The suprapubic 
tube consists of a 20 inch section of 5/16 inch inside 
diameter, thin walled, latex tubing with a cuff placed 
about 8 inches from the bladder end of the tube. 

A midline suprapubic incision is made. The 
cystostomy is made high on the anterior bladder 
wall and by stretching is enlarged to a diameter of 
4 to 5 cm. The enucleation is a blind procedure. The 
mucosa is broken deep in the prostatic urethra, the 
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anterior wall is left intact, and the breaks on each 
side are carried down to the midline proximal to the 
verumontanum. Self-retaining bladder retractors are 
introduced, the bladder neck and fossa are visualized, 
and nodules, tissue tabs, and capsule remnants are 
removed. The elevated hypertrophic ridge that is 
frequently found on the floor between the prostatic 
fossa and the bladder is grasped and a rectangular 
block of tissue is excised between 5 and 7 o’clock, 
leaving a smooth continuous floor between the fossa 
and the bladder. Figure-of-8 sutures are placed in the 
bladder neck on each side of the excised channel to 
control bleeding from the prostatic branches of the 
inferior vesical arteries. Other bleeding vessels in the 
margins and in the fossa are similarly controlled by 
additional figure-of-8 sutures. The resected channel 
in the floor of the bladder neck is neither coagulated 
nor sutured. 

A 30 c.c. bag catheter is then passed and the bag 
inflated so that it will compress the bladder neck, 
fill the excised channel, and avoid the distal portion 
of the prostatic urethra adjacent to the sphincter. 
Traction is never used. The cystostomy is closed with a 
purse-string suture, consisting of 5 equidistant muscle 
wall sutures a little less than a centimeter from the 
margin. Before closure, a stab wound is made through 
the abdominal wall about 3 cm. to the right of the 
upper third of the original incision. The suprapubic 
tube is brought through it and into the bladder 
through a bladder stab wound at the junction of the 
anterior, superior, and lateral vesical walls at least 3 
cm. away from the cystostomy. The tip of the tube is 


cut into a V, extra eyes are made, and the tip should 
just reach the bladder base. 

The purse-string suture is tightened while the blad- 
der wall margins are further inverted and tucked in, 
and another figure of 8 suture is superimposed to 
further cover the inverted margins. The space of 
Retzius is drained. The cuff of the suprapubic tube is 
sutured to the abdominal wall. Vasectomy is not per- 
formed. 

For the first 24 postoperative hours a continuous 
drip of 1/10,000 silver nitrate is used to irrigate the 
bladder. On the first postoperative day the Foley bag 
is partially emptied, and on the second day, it is re- 
moved. Immediately after removal of the bag, the 
bladder is irrigated through the suprapubic tube 
while the patient tries to void. The suprapubic tube is 
clamped and from then on the patient voids at will. 
On the sixth postoperative day the drain and the 
suprapubic tube are removed. 

The author used this technique in 48 patients, 
There were no deaths. Two patients required packing 
of the fossa with gauze to control bleeding. Forty-five 
patients voided voluntarily from the second day, and 
of these, only 3 drained suprapubically. Only 1 pa- 
tient had severe spasm. One instance of acute epi- 
didymitis occurred. All patients were ambulatory on 
the second or third day. Postoverative instrumenta- 
tion and bladder lavage never have been necessary. 
No residual urine was found in any of the patients. 
The author believes the greatest advantage is the psy- 
chological boost given the patient when he starts to 
void on the second day. —David Rosenbloom, M.D. 
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SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


Percutaneous Biopsy of the Kidney (Die perkutane 
Nierenbiopsie). ARNE-ANDREAS KoLtwitz. sehr. 
Urol., 1960, 53: 209. 


THE PERCUTANEOUS RENAL BIOPSY has become a very 
valuable diagnostic test. The literature contains 
approximately 2,000 reports of renal biopsy. This 
test is indicated in the following diseases: diabetic 
glomerulonephritis, acute glomerulonephritis, acute 
renal insufficiency, glomerulonephritis, pyelonephri- 
tis, nephrotic syndrome, nephritis of lupus, hyper- 
tension, toxemia of pregnancy, diabetes mellitus, and 
latent diseases of the kidney. The technique of renal 
biopsy with the Vim-Silverman needle is demonstrated 
in figures. This procedure is contraindicated in 
patients who have hemorrhagic diathesis, a single 
kidney, renal tumor, large renal cysts, aneurysm of 
the renal artery, hydronephrosis or pyelonephrosis, 
and perinephric abscess. It should not be performed, 
unless absolutely necessary, in children under 12 
years of age, in patients with malignant hypertension 
and generalized arteriosclerosis, or in those whose 
nonprotein nitrogen is over 100 mgm. per cent. 

In a series of 50 renal biopsies performed on 39 
patients, a satisfactory specimen was obtained in 
72 per cent of the cases. In some instances the renal 
biopsy was very helpful towards a definitive diagnosis. 
In others its contribution to the management of the 
patient was quite limited. This test is not free from 
complications. Its mortality has generally been 
estimated to be 0.1 per cent. 

A perirenal hematoma, shock, vomiting, renal pain, 
and microscopic hematuria may occur in some patients 
after the renal puncture. Microscopic hematuria, 
however, disappears promptly. Despite these com- 
plications, which occur with decreasing frequency as 
the experience of the operator increases, renal biopsy 
can be a most valuable procedure for the internist 
or urologist. —S. Richard Muellner, M.D. 


Recurrence of Nephrolithiasis After Surgical Inter- 
vention in the Heterolateral Side (La recidiva della 
calcolosi renale nel lato opposto a quello operato). A. 
oo and A, GALLIVANONE. Arch. ital. urol., 1960, 


Tus ARTICLE is a report on the relative rate of re- 
currence of renal stones in the side opposite to the 
operated one as related to the type of surgical inter- 
vention performed, i.e., either nephrectomy or a 
conservative procedure. The study was conducted on 
128 patients who were treated at the Department of 
Urology of the University of Milan Medical School, 
Milan, Italy during the period 1949 to 1954. The pa- 
ulents were traced for at least 5 years after operation, 
and were examined periodically. Of the 128 patients 
studied, 54 underwent nephrectomy and 74 underwent 
conservative procedures. Recurrence of stone in the 
Opposite side was encountered in 5.5 per cent of the 
patients who underwent nephrectomy, versus an in- 


cidence of 12.1 per cent in the other group. The 
reasons for the lower incidence of recurrence after 
nephrectomy are: (1) easier removal of the infection, 
which plays a role of primary importance in stone 
formation; (2) removal of urinary stasis which may 
still be present after conservative procedures; and (3) 
increased urinary flow through the remaining kidney 
and ureter, with lessened chances of calculi formation. 
— Maria Serratto, M.D. 


Contusion of the Kidney (Le traitement du rein con- 
tus). P. Macguet, L. Wemeau, G. LEemartrRE, and G. 
Derrance. Lille chir., 1960, 15: 81. 


THE AUTHORS first emphasize the frequency of trauma 
to the kidney. In 2 years on their Urological Service 
they observed 23 contusions of the kidney, 13 in 1957 
and 10 in 1958. These cases are not only those in- 
volving direct trauma, but also those associated with 
accidents of circulation. The authors discuss their 
methods of diagnosis and their rules for operation. 

There is a large volume of literature on the subject 
of contusion of the kidney, dating back to the thesis of 
Lardennois in 1908. More recently, a report was made 
by Gérard in 1930 to the Congress of Urology. 

The cases are divided into two groups. Group 1 
includes the very serious contusions which result in 
bursting or crushing. These cases are rare, 10 per cent. 
In most of them nephrectomy is required for hemo- 
stasis. This conclusion is undisputed. The second 
group includes the great majority of cases, 90 per 
cent, which are benign and, in general, heal without 
intervention. 

The patients in the benign group in this series 
presented themselves with intolerable lumbar pain, 7 
to 10 months after severe trauma to the lumbar region. 
They had hematuria for several days. After 2 to 3 
weeks of rest, the pain and hematuria were relieved. 
These patients were not operated upon. 

In other patients in this second group, intravenous 
urography, performed after the lumbar pain had 
subsided, showed the injured kidney to be inactive. 
These were operated upon, and the kidney and ureter 
were found to be immersed in a retractile clot in- 
volving the perirenal fat and the kidney capsule. 
Marked hemorrhagic infiltration of the tissues was 
found. The kidney capsule was removed, the ureter 
freed, and several days later intravenous urography 
revealed that the kidney had resumed its function. 
There was no further lumbar pain. 

The contusions are certainly not all benign. Those 
with rupture of the kidney capsule and perirenal 
hemorrhage are severe contusions. Intravenous urog- 
raphy gives a true clinical picture and establishes the 
indication for operation. 

When operation is indicated, it is the experience of 
the authors that the restoration of kidney function 
follows in a few days. The operation should be per- 
formed 10 to 15 days after the patient is first seen. 
Intravenous urography after the operation confirms 
the cure. At the operation, the exact location and 
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amount of damage can be noted and the best possible 
hemostasis obtained. Because of the simplicity of the 
operation, there are rarely any operative complications. 

The authors point out that intravenous urography 
indicates the necessity for operation, and later demon- 
strates the success of the operation. The results re- 
ported were excellent. 


— Miriam Miller, M.D. 


Sponge Kidney. Benjamin S. ABESHOUSE and GEORGE 
A. AsesHousE. 7. Urol., Balt., 1960, 84: 252, 


SPONGE KIDNEY is a rare clinical and pathologic entity. 
Most of the literature on this subject is European in 
origin. The authors add 5 cases to 131 previously 
reported. 

The most striking pathologic feature is the presence 
of multiple small cystic cavities in the pyramids of one 
or both kidneys, which impart a porous or spongy ap- 
pearance. The small cysts vary in size from 1 to 3 mm., 
occasionally up to 6 mm. They surround the terminal 
calyces like “‘a bunch of flowers or grapes” and are 
confined strictly to the pyramidal portion of the med- 
ullary zone. 

The development of sponge kidney can be most 
logically explained on the basis of faulty ontogenic 
development, i.e., ectasia or dysplasia. Some inves- 
tigators hold that this entity represents a transition 
stage of polycystic kidney. Focal cystic dilatation of 
the uriniferous and collecting tubules occurs after the 
differentiation of the metanephric anlage and its 
union with the ureter. Segments of tubules may be- 
come isolated as small cysts and may enlarge as a 
result of proliferation of tubular epithelium or rupture 
of the walls. The factors responsible for the segregation 
and localization of the cysts within the pyramids of 
the medulla and their absence in the cortex are not 
clearly established. 

There are no characteristic symptoms associated 
with sponge kidney. Associated disease such as infec- 
tion, stone formation, or obstruction is not uncommon 
and signs and symptoms are the result of these super- 
imposed lesions. Thus, among the common symptoms 
are hematuria, pyuria, lumbar or abdominal pain, 
and colic. 

Diagnosis is made by urography. If calculi are 
present the shadows may be seen in the plain film as 
clusters of grapelike opacities at the tips of the minor 
calyces. The urogram reveals the typical small dye- 
filled cysts grouped in pyramids. The pyelographic 
changes may persist for years with no appreciable 
increase in size. Of 131 cases diagnosis could be made 
by excretory urography in 106 instances. The condition 
is more frequently bilateral than unilateral and is 
found more often in the male. 

A detailed discussion is presented differentiating 
sponge kidney from (1) microcystic form of polycystic 
disease, (2) calyceal diverticula, (3) cystic changes in 
epithelial lining of tubules, (4) cysts of pyramids due 
to pyelonephritis, and (5) nephrocalcinosis and other 
conditions. 

There is no specific treatment for uncomplicated 
sponge kidney. Periodic complete urinary tract studies 
should be carried out to determine the development of 
complications and prompt institution of therapy as 
needed. Operation is contraindicated except in ex- 
ceptional instances, such as severe persistent hematuria 


or overwhelming infection that cannot be controlled 
by conservative therapy. 

Unlike polycystic disease, the lesions in sponge 
kidney do not tend to enlarge or impair renal function 
for many years. The prognosis in uncomplicated cases 
is therefore good. 

Five cases are presented in detail, including roent- 
genographic views of the lesions and complications, 

—Allan K. Swersie, M.D. 


The Technique of Continuous Hemodialysis. Brxp- 
inc H. Scrispner, JoHN E. Z. Caner, Racuir Buri, 
and Wayne Quinton. Jr. Am. Soc. Artificial Int. Org., 
1960, 6: 88. 


A TECHNIQUE of continuous hemodialysis is described 
in detail. The authors set as provisional goals of their 
continuous hemodialysis technique the removal of 20 
gm. of nitrogen per 24 hours and stabilization of the 
nonprotein nitrogen at or below 100 mgm. per cent. 
Their calculations indicated that a constant clearance 
of 14 ml. per minute would be needed throughout a 24 
hour period. Further calculations indicated that the 
extraction of 50 per cent of the nitrogen from the 
blood passing through the hemodializer at an average 
flow of 28 ml. per minute would be required. This low 
rate of blood flow is the real key to the feasibility of 
continuous hemodialysis, making possible the elim- 
ination of a blood pump and making it possible to 
achieve differential heparinization of the extra- 
corporeal circulation without using heparin antago- 
nists. 

In considering the possibility of achieving 50 per cent 
extraction of nonprotein nitrogen from the whole blood, 
the question was raised as to whether the red cells 
participated in the clearance. Red cells have been 
cleared of basic amines as they flowed through the 
stomach of the dog and probably also in the dog kid- 
ney. This question does not arise in the physiologic 
removal of urea and creatinine, because the mecha- 
nism of excretion is largely one of ultrafiltration. In 
the dialyzer, where diffusion of nitrogenous com- 
pounds is the mechanism of removal, clearance of 
nitrogen from the red cells is possible. The mechanical 
details of the equipment prepared and the methods of 
operation necessary to achieve flows of 30 to 135 ml. 
per minute through a low resistance arteriovenous 
hemodialysis circuit are described in great detail by 
the authors. 

The constant infusion of heparin into the arterial 
cannula at 0.05 to 0.10 mgm. per minute prevented 
clotting in the extracorporeal circulation while at the 
same time producing little or no prolongation of the 
patient’s clotting time. The dialysate was maintained 
at 0 degree C. by using a 50 cubic foot chest type home 
freezer with an 0.25 horsepower compressor which 
was modified to satisfy the authors’ need. 

It was possible for a nurse to monitor the system 
continuously by observing pressures in the arterial 
and venous tubings and in the dialysate systems. This 
allowed the nurse to follow the patient’s blood pres- 
sure without disturbing the patient and allowed rapid 
and accurate analysis of the cause should a marked 
decrease in flow or an actual stoppage occur. Such 
careful monitoring allowed prompt appropriate ac- 
tion to prevent clotting of the entire system. 
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The authors report that they have continuously 
dialyzed 18 patients individually from 0.5 to 14 days 
for a total of 68 days. Ten of these patients had acute 
renal failure and 8 had chronic renal failure. In all 
cases the removal of the 20 gm. of nitrogen per 24 
hours was equalled or exceeded and with but one ex- 
ception the blood urea nitrogen was stabilized below 
100 mgm. per cent. 

Continuous hemodialysis by this technique appears 
to be a safe and practical alternative to frequent 
intermittent high flow hemodialysis and when used 
prophylactically will prevent the appearance of the 
uremic syndrome in even the most catabolic patients. 

—W. Foster Montgomery, M.D. 


Treatment of Renal Failure by Extracorporeal Hemo- 
dialysis (916 applications du rein artificiel), M. Le- 
GRAIN, J.-L. FuNcK-BRENTANO, B. ANTOINE, CH. VAN 
YPERSELE DE STRIHOU, and P, PrunierR. Bull. Soc. med. 
hép. Paris, 1960, 76: 609. 


NINE HUNDRED AND SIXTEEN HEMODIALYSES performed 
on 670 patients at the Necker and Hétel-Dieu Hos- 
pitals in Paris, France are reviewed. A modified Kolff- 
Brigham artificial kidney was used. The patients 
treated are divided into two main groups according 
to the type of renal failure: 

1. Acute renal failure. A total of 726 hemodialyses 
was performed on 526 patients. Sixty-eight per cent of 
these patients recovered completely. The highest in- 
cidence of recovery occurred in the patients suffering 
from postabortion renal failure. The incidence of re- 
covery was far lower, however, in the patients suf- 
fering from acute renal failure complicated by trauma, 
either surgical or accidental. The incidence of recovery 
declined as the age of the patients increased. The re- 
sults of the present series are compared with those 
obtained prior to applying extracorporeal hemodialysis 
in the treatment of acute renal failure. Fifty-nine per 
cent of the patients treated conservatively died as 
opposed to 32 per cent of those who received the benefit 
of the artificial kidney. The indications for hemodialysis 
in the treatment of acute renal failure must be based 
on biochemical and clinical criteria. A BUN > 150 
mgm. per cent, serum potassium > 6.5 mEq./l., 
serum chloride > 85 mEq./l., and CO, combining 
power < 10mEq./l. all justify hemodialysis. Of the 
clinical criteria, the most important are the symptoms 
and signs indicative of central nervous system involve- 
ment. 

2. Chronic renal failure. One hundred and ninety 
hemodialyses were performed on 144 patients with an 
acute exacerbation of chronic renal failure. Forty-four 
patients, 31 per cent, improved markedly for at least 
2 months after treatment with the artificial kidney. 
The criteria for selecting the patients with chronic 
renal failure to be dialyzed were mainly clinical and 
included rapid decrease in the volume of diuresis, 
severe cardiovascular involvement, and the cause of 
the acute exacerbation. According to the authors, the 
best results are to be expected in patients in whom an 
exacerbation of chronic uropathy develops. The ar- 
tificial kidney has a definite place in the treatment of 
chronic renal failure, although its application carries 
certain risks which should not be underestimated. 

—F., del Greco, M.D. 
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Ureteric Reflux in the Paraplegic. J. Coss Ross, 
MareEK DaMANSKI, and NorMAN Gipson. Brit. 7. 
Surg., 1960, 47: 636. 

CLINICALLY SIGNIFICANT URETERAL REFLUX is a late 

complication of traumatic paraplegia and has been 

reported to occur in from 5 to 17 per cent of these pa- 
tients. Based upon their experience at The Liverpool 

Regional Paraplegic Center, Southport, England, the 

authors suggest that the true incidence of reflux may 

be considerably higher. In this study, ureteral reflux 
was found in 39 of 101 paraplegics who underwent 
cystourethrography for the evaluation of persistent 
urinary retention. Fairly constant associated findings 
were infection, hypertonicity, and generalized trabec- 
ulation of the bladder wall. Ureteral reflux was found 
to be reversible in the majority of these patients by 
establishing efficient bladder-emptying, either by 
catheter drainage, selective nerve blocks, or bladder 
neck resection. The authors consider that early 
elimination of bladder neck obstruction provides the 
best chance for preventing the development of reflux. 

The patients who do not respond to these measures 
usually have gross changes in the bladder wall and 
ureteral orifices and are considered candidates for 
revision of the lower ureter by a plastic operation such 
as that described by Hutch. The early correction of 
inefficient emptying, however, should decrease the 
incidence of such irreversible reflux and, thereby, re- 
duce the need for this procedure. 

—Vincent 7. O’Conor, Fr., M.D. 


The Treatment of Ureteral Calculi in the Upper 
Portion of the Ureter (Die Behandlung hoher Harn- 
leitersteine), K. D. Espincuaus and S. PrieEBER. Deut. 
med. Wschr., 1960, 85: 1045. 


THis REPORT is based on the treatment of 180 patients 
who had ureteral calculi high in the ureter. Of these, 
114 patients or 63.3 per cent were operated on and 66 
patients or 36.7 per cent were treated conservatively. 
The majority of the patients were males. Of the 
stones which were recovered and analyzed, there 
were 65 oxalate stones, 12 uric acid stones, 10 mixed 
stones containing oxalate and phosphate, and 7 pro- 
static calculi. Twenty-one per cent of all of the stones 
were nonopaque roentgenologically. The diagnosis is 
best made and confirmed by intravenous pyelography. 
The initial therapy was conservative and consisted of 
the forcing of fluids and the use of spasmolytic drugs. 
If the stone descended to the lower portion of the 
ureter, passage of the stone was sometimes facilitated 
by transurethral means such as dilatation of the ureter, 
incision of the ureteral orifice and extraction of the 
stones by means of special instruments. If a stone 
showed no tendency to move and there were no 
colicky pains or evidence of infection or renal stasis 
above the stone, watchful waiting was continued. If a 
stone, however, did not change in position during a 
period of 4 to 6 weeks, it was deemed best to remove 
it by operative means. A ureteral calculus which had 
become wedged into the ureter and did not move 
could sometimes be displaced by the retrograde in- 
jection of glycerin and eupaverin, but a stone of this 
type, in the opinion of the authors, is best removed 
through a urethrolithotomy if no change in its po- 
sition has occurred. 
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Patients who have a ureteral calculus and only one 
kidney should be observed and treated in a hospital. 
A stone of this kind may have to be removed on an 
emergency basis. Bilateral ureteral calculi need to be 
watched very carefully also. These stones may have to 
be removed by operative means in one or in two sit- 
tings depending on the patient’s general condition. 
Occasionally nephrectomy had to be performed when 
a ureteral calculus had been allowed to remain in the 
ureter long enough to produce pressure atrophy of the 
kidney. 

Patients who suffer from malignant nephrolithiasis, 
i.e., those who produce stones rapidly and with great 
regularity must be treated conservatively. 

Eight patients had a stone in the renal pelvis in ad- 
dition to a stone high up in the ureter. If possible, the 
stone in the ureter at the time of the operation should 
be milked into the pelvis so that both can be removed 
through a pyelotomy. This is not always possible and 
separate incisions may have to be made to remove the 
stones. 

Anuria in the course of ureteral stone disease must 
be treated promptly and vigorously. If the patient’s 
general condition is poor, nephrostomy drainage may 
be necessary to relieve the uremia. 

—S. Richard Muellner, M.D. 


Primary Tumors of the Ureter (Tumores primitivos 
del ureter). A. E. Trasucco, R. J. Borzone, and J. 
A. Sausiwet. Rev. argent. urol., 1959, 28: 164. 


THREE cases of primary carcinoma of the ureter are 
reported. The addition of these 3 cases to the previous 
reports in the Argentine medical literature brings the 
total to 17 cases, 4 of which have previously been re- 
ported by the author and his associates. The 3 pa- 
tients were males and were respectively 70 (case 1), 
60 (case 2), and 65 (case 3) years of age. 

In all of these patients the characteristic symptom 
was hematuria; in case 3 colicky pains were also 
noted. In cases 1 and 3 the left ureter was involved; in 
case 2 the right ureter was involved by the neoplastic 
process and an implant occluded the meatus. 

In cases 1 and 3 the diagnosis was made by the 
usual methods of urologic examination, including 
cystoscopy, ureteral catheterization, and anterograde 
and retrograce urography. In case 2, since catheteri- 
zation of the right ureter was not possible, antero- 
grade urography with the puncture method was used. 

Ureteronephrectomy was performed in all cases. In 
case 2 a collar of bladder wall surrounding the meatal 
implant was also removed. 

All of the patients recovered readily from the oper- 
ation. However, the patient with the meatal implant 
died suddenly, perhaps of embolism, 3 days after 
operation. The other 2 patients are at present per- 
fectly well and give no evidence of recurrence or 
metastasis. 

The authors emphasize that primary tumor of the 
ureter is not a rare finding on their service and they 
believe it should always be given consideration in any 
attempt at a differential diagnosis in urologic pa- 
tients with hematuria. This is true especially in those 
instances in which a small tumor in the ureter has 
destroyed the function of the homolateral kidney. 

— John W. Brennan, M.D. 


BLADDER AND URETHRA 


The Irritable Female Bladder (Die Reizblase der 
Frau). J. ARTNER, F. BRANDSTETTER, and H, Hascuex, 
Zschr. Urol., 1960, 53: 295. 


THE IRRITABLE BLADDER is a well defined disease 
entity characterized by dysuria, urinary frequency, 
and pains in the bladder region associated with nor. 
mal urologic findings. Among gynecologic patients 
the incidence of bladder irritability occurs in 20 to 46 
per cent. The irritable bladder must be differentiated 
from trigonitis, chronic urethritis, inflammatory and 
neoplastic changes in the vicinity of the urinary tract, 
cystoceles, and uterine prolapse. The latter two dis- 
orders are not infrequently associated with an ir- 
ritable bladder. 

Eighty-eight patients aged 18 to 48 who complained 
of vesical irritability were thoroughly investigated. A 
careful clinical history revealed that many of these pa- 
tients had all sorts of psychosomatic symptoms in ad- 
dition to their vesical irritability, such as insomnia, 
hyperirritability, changes in mood, poor appetite, 
pains in the stomach region, headaches, irregular 
menses, or decreased libido. 

When treating an irritable bladder the entire pa- 
tient should be carefully considered. Local treatment 
of the bladder per se is apt to be ineffective and use- 
less. Sedatives, tranquillizers, and parasympatho- 
mimetic drugs may be necessary. The irritable blad- 
der of women is primarily a functional disease. 

—S. Richard Muellner, M.D. 


Micturition in the Female and Orthostatic Incon- 
tinence of Urine (Conceptions actuelles sur la 
miction de la femme; incidences sur l’incontinence 
orthostatique d’urine). F. Lepace and H. De Tour- 
Ris. Gyn. obst., Par., 1960, 59: 57. 


Cysroscopic, sphincterometric, cystometric, and, par- 
ticularly, cinematographic studies of the process of 
micturition in the female afford a clear picture of the 
successive stages involved. 

The image of the bladder and urethra in the filled 
state is of an ovoid flat-topped structure with the 
urethra jutting off at an acute angle, the vesico- 
urethral junction thus presenting an anterior angle 
which is close up behind the symphysis and a posterior 
angle. With the initiation of micturition the image 
rises upward and assumes a pear-shaped outline, the 
narrower portion of the pear representing the dilated 
portion of the urethra, extending from the internal 
meatus to the external or striated-muscle sphincter, at 
which point the shadow is abruptly cut off. This is the 
premicturition funnel. 

The external sphincter then relaxes and permits 
the discharge of the bladder contents to the outside 
through the external meatus. When micturition 1s 
terminated or when it is voluntarily suppressed by the 
patient the shadow of the urethra distal to the striated 
muscle sphincter disappears abruptly; however, the 
premicturition funnel is relatively slow about re- 
turning to the normal resting appearance. Schultheis 
suggests that the disappearance of the premicturition 
funnel is produced by a process of turgescence of the 
periurethral connective tissue which contains smooth 
muscle fibers and vascular complexes, rather than by 
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any action of the so-called internal, or smooth 
muscle, sphincter. These ideas he supports with 
findings obtained by means of suprapubic cystoscopic 
studies. 

In the woman who is afflicted with orthostatic 
urinary incontinence the premicturition funnel is 
observed to persist, the column of urine continuing to 
press against the external sphincter. Thus the authors 
believe that the simple reposition and suspension of 
the region of the vesicourethral junction, in juxta- 
position with the posterior surface of the symphysis is 
not sufficient in those cases in which this junction has 
moved downward and backward away from the 
symphysis—a common finding in these patients. The 
elastic muscular elements of the tissue must be re- 
tained and a sling fashioned which will press forward 
and support the under surface of the urethra. 

Thus the authors suggest the following course of 
treatment: preliminary treatment with estrogens and 
exercises, in which the patient practices interrupting 
the urinary stream voluntarily. If the vesicourethral 
junction remains in juxtaposition to the symphysis, a 
simple operation of the type of Marion (plication of 
urethra over a urethral catheter) will frequently 
suffice. If the junction is displaced it must be fixed to 
the symphysis. If the periurethral tissues are suf- 
ficiently abundant, they should be drawn forward and 
fastened together under the posterior urethra. If these 
tissues are scarce, tissue must be obtained from another 
location. — John W. Brennan, M.D. 


Treatment of Carcinoma of the Bladder—I, Treat- 
ment by Interstitial Irradiation Using Tantalum 
182 Wire. H. J. G. Bioom. Brit. 7. Radiol., 1960, 33: 
471. 


THE CHIEF PURPOSE of the author is to deal with inter- 
stitial roentgenotherapy for carcinoma of the bladder. 
In doing so he discusses freely the all-important assess- 
ment of bladder cancer based on the general ex- 
amination of the patient, namely, the intravenous 
pyelogram, cystoscopic findings, the result of bimanual 
examination under full surgical anesthesia, and the 
histologic study of a deep biopsy specimen. An ex- 
cellent chart showing the various sites and depths of 
the malignant lesion is described. The author dis- 
cusses the advantage of the wire technique and end 
results by the use of radioactive tantalum wire over 
radioactive gold grains or radon seeds. : 

1. There is greater accuracy in introducing the 
radioactive material into the bladder wall. 

2. If for any reason at operation the insertion is un- 
satisfactory the wires can be removed and reinserted 
with no difficulty. 

3. A considerably more uniform distribution of 
radiation is achieved. 

4. There is greater control over the dose delivered, 
in that the sources can be removed at any time. 

5. Because of the relatively long half-life of tantalum 
182, 111 days, wires can be held in stock and made 
available at short notice. If not used there is no waste. 

The ideal patient for an implant is one in whom 
there is a solitary tumor not exceeding 4 cm. in di- 
ameter with early infiltration of the muscle and without 
obvious potential malignant changes elsewhere in the 
mucosa. 
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Since 1951, 250 patients with carcinoma of the 
bladder have been treated by interstitial irradiation 
using tantalum wire at three English hospitals. The 3 
year results for 145 patients treated between 1951 and 
1956 showed 91 or 63 per cent survivals; 86 cases were 
mucosal and 59 had muscular involvement. The 5 
year results in 74 cases showed 43 or 58 per cent 
survivals. 

The influence of histology on prognosis was dis- 
cussed by the author. Sixty-eight per cent of the 
lesions were regarded as either purely papillary dif- 
ferentiated or solid anaplastic tumors, the remainder 
being composed of mixed elements. These cases were 
further classified according to their grade and clinical 
stage. The difference was small between the papillary 
differentiated and the solid anaplastic. 

The author believes that tantalum wire gives a far 
more satisfactory geometric implant and a more uni- 
form dose distribution than can be achieved with gold 
grains. At the present time, however, there is no 
evidence that the results obtained by tantalum wire 
are superior to those of gold grains. 

—Paul R. Leberman, M.D. 


Treatment of Carcinoma of the Bladder—II, Treat- 
ment by 2 MEV Roentgen Rays. Rozsert Cox. Brit. 
J. Radiol., 1960, 33: 480. 


AN ACCOUNT is given of the experience in the treat- 
ment of carcinoma of the bladder by the use of the 2 
MEV roentgen rays generated by the Van de Graf 
machine. Only patients with bladder carcinoma 
which could not be managed by endoscopic dia- 
thermy, fulguration, or endoscopic resection were so 
treated. Many of the patients were elderly, feeble, and 
grossly obese. The treatment was given by three fixed 
ports of entry, an anterior and two anterolateral ports, 
so as to spare the rectum. One hundred and two pa- 
tients were treated. The author reports that the non- 
infiltrating tumors have a better prognosis than the 
infiltrating lesions and that the survival rate of 38 per 
cent for infiltrating tumors compared favorably with 
results of other methods of treatment. 

The author concluded that a high dose of 8,000 r 
does not appear to give an appreciabiy greater pro- 
tection, and in regard to daily dose rate the patients 
fall into two categories, those who are treated with 
200 r per day and those who are treated with 300 r per 
day. The 3 year survival appeared to show, in the 
author’s opinion, that the higher dose rate gives a 
longer period before recurrent lesions make their ap- 
pearance, but the morbidity is undoubtedly higher. 

—Paul R. Leberman, M.D. 


Treatment of Carcinoma of the Bladder—III, Patho- 
logic Changes in the Bladder After Irradiation. 
N. F. C. Gowine. Brit. 7. Radiol., 1960, 33: 484. 


THE AUTHOR STUDIED tissue from 50 total cystectomy 
specimens. Thirty-five of the patients had had some 
form of roentgen therapy; 15 had received no such 
treatment; and 9 were used as controls. 

Macroscopic appearance included (1) contraction 
of the bladder with thickening and fibrosis of the wall 
and reduction of the luminal capacity, (2) hyperemia 
of the mucosa often characterized by telangiectatic 
vessels, (3) mucosal edema, (4) superficial ulceration 
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and patchy exudate, and (5) deep ulceration ex- 
tending into the submucosal and muscle layers. 

Of the 35 postirradiation specimens, ulcerations 
were present in 11 cases; in 6, both ulceration and re- 
current tumor were found; in 5 there were deep ul- 
cerations alone. 

Mucosal, connective tissue, and vascular changes 
were described. —Paul R. Leberman, M.D. 


Treatment of Carcinoma of the Bladder—IV, Sur- 
gery in the Treatment of Bladder Tumors, D. M. 
Wattace. Brit. 7. Radiol., 1960, 33: 487. 


THE AUTHOR gives a very concise method for treat- 
ment of cancer of the bladder. He introduces four 
terms for consideration in the treatment: (1) surgery 
of diagnosis; (2) surgery of access; (3) surgery of 
palliation; and (4) surgery of salvage. 

In surgery of diagnosis, no assessment is complete 
unless the entire renal tract has been investigated by 
(1) culture of urine and exfoliative cytology, (2) 
intravenous pyelogram, (3) cystoscopy under full 
surgical anesthesia, (4) biopsy, and (5) bimanual 
examination under full surgical anesthesia with the 
patient’s bladder empty. 

In surgery of access the surgeon should, prior to 
opening the bladder, ascertain by laparotomy whether 
there are distant foci of spread of the cancer. 

In surgery of palliation the aim is to prolong life 
rather than to relieve symptoms and should be 
undertaken only in the light of possible behavior of 
the tumors. 

In surgery of salvage it is obvious that the indica- 
tions for surgery must be different. The author gives 
the reasons for radical operation as, for example, 
necrosis of the bladder after roentgen therapy. 


Postoperative mortality is discussed as well as 


—Paul R. Leberman, M.D. 


survival rates. 


ADRENAL GLANDS 


Studies with an Adrenal Inhibitor in Adrenal Car- 
cinoma. Davin K. Fuxusutma, T. F, GALLAGHER, 
W. GREENBERG and QO. H. Pearson. 7. Clin. Endocr., 
1960, 20: 1234. 


THERE ARE NOW AVAILABLE several materials which 
can influence the amount and nature of the steroids 
produced by the adrenal gland. One of the more 
recent of these is SU-4885 which inhibits the enzy- 
matic system responsible for the 11 beta hydro- 
oxygenated steroids. The authors had the opportunity 
to study this drug in a patient with widely dissemi- 
nated adrenal cortical carcinoma. The steroid metabo- 
lism of this patient was studied before and during 
treatment and, because of the amount and variety of 


metabolites present, an excellent opportunity for 
detailed examination of the effects of medication was 
available. 

The patient lived for 40 days in the hospital and 
from the ninth through the fourteenth day she re. 
ceived SU-4885. The patient’s general status remained 
unchanged except for a clear cut lowering of the 
fasting blood sugar level. There was no change in 
hepatic size or function. A report of the detailed 
analysis of certain steroid derivatives found in her 
urine is given. It is remarkable to note that there 
was a minimum of 10 hormones, of which hydro- 
cortisone was quantitatively the most significant. 
Androsterone and etiocholanolone as well as dehydro- 
isoandrosterone and several other steroid derivatives 
were tremendously increased. It is clear that all 
components of the adrenal secretion were greatly 
elevated as a result of the carcinoma. During the 
administration of SU-4885, there was a striking 
decrease of all the 11 oxygenated steroids examined. 
Concomitantly, there was an increase of all the 11 
deoxysteroids except one. 

Several theories and explanations of the responses 
of the individual steroids to this therapy are proposed 
and the arguments for each theory delineated. Defini- 
tive judgment, to quote the authors, should be reserved 
until even more extended and searching studies are 
possible, 

This article will be of great interest to endocrinol- 
ogists and those interested in research of hormonal 
function and therapy. —John R. Herman, M.D. 


Hyperfunction of the Adrenal Cortex with Adrenal 
Metastases. K. D. BacsHAweE. Lancet, Lond., 1960, 2: 
287. 


SoME PATIENTS with metastatic carcinoma of the 
adrenal glands have increased adrenocortical func- 
tion. Eight such cases from the literature are reviewed. 
The site of the primary carcinoma was the bronchus 
in 7 patients and the prostate in the eighth patient. 

Clinically, muscular weakness and mental confusion 
were common. The physical changes of Cushing's 
syndrome were not found. It is postulated that the 
short duration of adrenal hyperfunction before death 
was the reason that Cushing’s syndrome did not 
appear. 

Hypokalemia and metabolic alkalosis were the 
chief laboratory findings. In some cases, there were 
hyperglycemia and glycosuria. Elevated urinary ex- 
cretion of adrenal corticosteroids and their breakdown 
products was usual. 

Microscopic examination showed metastatic car- 
cinoma of the adrenals and hyperplasia of the cortex. 

—Lockert B. Mason, M.D. 
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BONES AND JOINTS 


Recurrent Dislocation of the Shoulder. Ernest A. 
Brav. Am. F. Surg., 1960, 100: 423. 


RecURRENT or habitual dislocation of the shoulder 
joint is a condition which is commonly seen in young 
athletic males. The cause, pathogenesis, and most 
effective type of treatment of this condition are still 
subjects of considerable dispute. 

The author and his associates in a group of four 
army hospitals performed 117 reconstruction pro- 
cedures over a period of 10 years for the correction 
of recurrent dislocation of the shoulder. Most of the 
patients were treated by a simplified version of the 
Putti-Platt procedure. Only those who had multiple 
recurrences without severe trauma were considered 
for surgery. All patients had had at least three dis- 
locations before operative reconstruction was con- 
sidered justified. 

Results of the operative procedures were evaluated 
by means of questionnaires sent to the patients. 
Seventy-eight of the 117 patients returned question- 
naires. Six of the 78 operative procedures were 
followed by recurrence of the dislocation. Fourteen 
patients had some residual painful sensation in the 
shoulder operated upon, and 23 had some subjective 
stiffness. Thirty-one patients believed that there was 
some residual weakness of the shoulder. Results in 
66, 82.5 per cent, were classified as excellent or good, 
10 as fair, and 4 as poor. 

— Bernard C. Gerber, M.D. 


Fracture of the Carpal Navicular. Orro Russe. 7. 
Bone Surg., 1960, 42-A: 759. 


EaRLY DIAGNOsIS and adequate treatment of fracture 
of the carpal navicular yield full recovery of the wrist 
in almost 100 per cent of cases. Operative treatment 
of nonunion has led to bony union in 80 to 90 per 
cent of cases seen by the author. In the presence of 
pain without definite roentgenographic findings, the 
recommended procedure is to apply a cast for 2 weeks 
and then repeat roentgenography on the theory that 
the initial fracture was not gross enough to be displayed. 

The author has catalogued fractures of the navicu- 
lar by their location on the navicular and their 
approximate time of union. Ten per cent of the frac- 
tures of the carpal navicular occur in the distal third 
of the bone, and 70 per cent in the middle third. The 
fractures in these groups usually take 6 to 8 weeks 
for union. Fractures in the proximal third take 10 to 
12 weeks for union. 

Immobilization should be continued until there 
is roentgenographic evidence of definite bony union. 
In the absence of clearly visible osseous trabecula- 
tions bridging the former fracture site, one should 
look for increased density of the bone at the site of 
the former fracture cleft or on each side of the cleft. 
It is not generally known that these calcified bands 
in the fracture site or on both sides of the fracture 
site are signs of bony union in fresh fractures of the 


navicular. Such calcifications or calcified bands 
occur in about 40 per cent of fresh fractures, but in 
old fractures they cannot be considered signs of solid 
bony union. In the years 1956 through 1958 the 
author’s group saw 220 fresh fractures, 6 of which did 
not unite, making the incidence of bony union 97 per 
cent. Of 27 navicular fractures managed with delayed 
treatment and seen in the same interval, all had 
traumatic cavities at the fracture site and were treated 
by prolonged plaster cast fixation. All of these united, 
the delay from fracture until institution of treatment 
having varied between 3 weeks and 3 years with an 
average of 6 months. 

In the operative treatment of nonunion, the author 
inserts a bone peg across the fracture site Twenty- 
two patients with established nonunion were treated 
surgically by the author’s method and 20 of them ob- 
tained solid bony union. 

—Einer W. Fohnson, Fr., M.D. 


Fractures and Dislocations During Electroshock 
Therapy (Fratture e lussazioni da elettroshocktera- 
pia). A. Manzi. Chir. org. movim., 1960, 49: 25. 


AccorDING TO the world literature on the subject, 
from 5.2 to 23 per cent of the patients who undergo 
electroshock therapy suffer from either fractures or 
dislocations as a consequence of the treatment. The 
segment most frequently involved is the spine. 

This article concerns a series of 10 patients recently 
treated at the Orthopedic Hosp‘:al “Rizzoli” in 
Bologna, Italy. Of the 10 patients 7 were male and 
3 were female with a sex ratio of more than 2 to 1 
in favor of men. The ages ranged between 31 and 
56 years. The series included 2 fractures of the dorsal 
spine, the sixth and seventh vertebrae in both cases, 
4 fractures of different segments of the humerus, 1 
fracture of the elbow, 1 fracture of the femur, 1 
“central dislocation” of the head of the femur, and 
1 posterior dislocation of the shoulder. All patients were 
amenable to surgical treatment and all made a com- 
plete recovery. 

The mechanism of these lesions is briefly discussed. 
In the author’s opinion the sudden, maximal muscular 
contraction which occurs at the beginning of the 
convulsive phase is of paramount importance in 
producing the fracture or dislocation. Of the several 
measures recommended in the literature to minimize 
the incidence of skeletal lesions in the course of 
electroshock therapy, none seems to be really effective. 
Accurate selection of the patients is probably the 
most important factor which has to be taken into 
consideration. —Maria S:rratto, M.D. 


Vertebral Growth and Its Mechanical Control. 
Rosert Roar. 7. Bone Surg., 1960, 42-B: 40. 


AT BIRTH the spine is a continuous C-curve with 
slight differentiation between one vertebra and an- 
other. Gradual growth of the child is concomitant 
with differentiation of typical «=rvical, thoracic, and 
lumbar vertebrae. In general, the cephalic vertebrae 
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grow less than the caudal ones. The convexity in each 
physiologic curve increases faster than the concavity. 

Kyphosis is present in a child when the curve 
exceeds 40 degrees. Kyphosis is usually caused by: 
(1) congenital anomalies, (2) tuberculosis, or (3) 
vertebral epiphysitis (Scheuermann’s disease). Under 
congenital anomalies the author lists: bifid vertebra, 
wedged vertebra, achondroplasia, osteochondrodys- 
trophy, and arthrogryposis. Severe kyphosis is asso- 
ciated with rapid growth of the posterior aspect of 
the vertebra, hence its impetus may be averted or 
modified by encouraging compensatory curves above 
and below, by performing an extensive fusion, or 
by resorting to the arrest of growth by epiphysial 
ablation. In Pott’s disease the degree of kyphosis 
which develops depends upon the number of epiphyses 
damaged and severity of the damage rather than on 
the chemotherapy or surgical therapy rendered to 
the patient. 

Scheuermann’s disease can be dealt with in an 
early stage by a recumbency cast and fusion of the 
spine. Muscle re-education to release the pressure 
on the anterior parts of the epiphysial plates is also 
advantageous. The cause, pathogenesis, and thera- 
peutic regimen of scoliosis are similar to those dis- 
cussed for kyphosis. 

The article includes many illustrations, charts, and 
pertinent roentgenograms. 

—Samuel L. Governale, M.D. 


Recognition and Surgical Treatment of Spinal Cord 
Tumors (Erfahrungen ueber die Erkennung und 
chirurgische Behandlung der Geschwulsterkrankungen 
der Wirbelsaeule). T. Risk6, P. Nyut-Tétu, and J. 
Rapinszky. <schr. Orthop., 1960, 93: 183. 


Or 697 PATIENTS with disease of the spinal column, 
mostly tuberculous spondylitis, the authors discovered 
20 patients with vertebral tumors. Diagnoses were 
established in several ways including roentgenograms 
(particularly tomograms); laboratory tests such as 
blood counts, sedimentation rates, serum proteins, 
and Bence-Jones protein reaction; needle biopsies of 
the vertebral bodies; and exploratory laminectomy. 
Needle biopsies have been reported as valuable by 
some authors, but the procedure has the risk of pene- 
trating lung, spinal cord, aorta, or vena cava, and 
such a small amount of tissue is obtained as to mini- 
mize its diagnostic value. 

The authors performed laminectomies on 12 of the 
20 patients. Defects were bridged with bone grafts. 
The approach to the cervical region is oblique through 
the center of the longus colli muscle, with retraction 
of the carotid artery, the vagus nerve, and the sympa- 
thetic trunk laterally. 

Open operation provides better visualization than 
needle biopsy; there is less danger cf injuring the 
spinal cord, the lungs, or the great vessels; adequate 
amounts of tissue for diagnostic study can be obtained; 
and certain tumors can be radically removed, averting 
paraplegia and pain. In some cases, decompression at 
least provides palliation. 

Of the authors’ 20 cases, there were 6 plasmacy- 
tomas, 1 sarcoma, 1 chordoma, 1 osteoclastoma, 1 
neurofibroma, 1 ganglioneuroma, 1 giant cell tumor, 
5 instances of metastases, and 3 undetermined tumors. 

) 


Some of the patients were given postoperative radia- 
tion therapy or chemotherapy. Four patients died; 
one from a pulmonary embolus, one 2 years later from 
intercurrent infection, one who was in serious condi- 
tion when operated upon died postoperatively, and 
one died a year later of metastatic carcinoma. Eight 
of = 12 who were operated upon are living and 
well. 

The authors believe that open surgical exploration 
is valuable in disease of the spinal column and should 
be used more often. One of their patients with 
plasmacytoma is well several years after the removal 
of an apparently solitary lesion. This is the third such 
case in the literature. — William B. Gallagher, M.D. 


Iliac Gland Biopsy in Tuberculous Suspect Hip Dis-/ 
ease. AAGE LADEHOFF. Acta orthop. scand., 1959, 29: 71, 


A DECISIVE ANSWER to the problem of whether or not 
tuberculosis exists in chronic infectious disease of the 
hip often involves considerable diagnostic difficulties, 
particularly in the early stages with only few or 
nonspecific roentgen changes present. Now that 
quicker and more reliable recovery may be obtained 
with specific chemotherapy, early diagnosis is of 
considerable importance. 

The author has evaluated the relatively easy 
procedure of iliac lymph node biopsy in 20 cases of 
chronic infectious disease of the hip with few and 
uncharacteristic radiologic changes. In all cases the 
disease was monarticular. In 6 of the 20 patients 
tuberculosis was demonstrated; in 1 patient no glands 
could be found. In the remaining 13, the histologic 
diagnosis was simple adenitis or sinus reticulosis, and 
the tubercle bacilli investigation was negative. 

The ultimate clinical course of the patients appar- 
ently confirmed the diagnosis made in all cases in 
which iliac nodes were obtained. 

—Bernard C. Gerber, M.D. 


Modified Shelf Operation with Lowering of the En- 
tire Roof of the Acetabulum for Congenital Dislo- 
cation of the Hip. S. A. AHLGREN and B. Knurtsson. 
Acta orthop scand., 1959, 29: 16. 


A series of 16 dysplastic hips, 13 partly and 2 com- 
pletely dislocated, on which modified shelf operation 
had been performed with attempted lowering of the 
entire acetabular roof, were reviewed 2.6 to 10 years 
(average 6.3 years) after the operation. There were 15 
patients, 14 females and 1 male, of whom 12 had been 
submitted to operation on the left side; 2, on the 
right, and 1, on both sides. The patients’ ages at the 
time of operation ranged between 2.5 and 11.3 years, 
average 6.9 years. As compared with the state of the 
hip before the operation, the range of movement was 
better in 5, unchanged in 7, and somewhat more 
limited in 4. Before the operation 10 patients had a 
limp, but at the time of the review the defect had 
disappeared in 3. In none had any limping appeared 
for the first time after the operation. As to Trendelen- 
burg’s test, it was positive for 8 hips before operation 
as against 2 of them at the time of the review. 

The technique used by the authors consisted of a 
period of plaster traction in cases of complete dis- 
location for a period of 6 weeks with a weight of about 
5 kgm. The anesthetized patient is placed in position 





on the traction table in moderate extension. A Smith- 
Peterson incision is used, and the origin of the tensor 
fascia lata together with the foremost parts of the 
gluteus medius and minimus are detached. If open 
reduction is not necessary, the capsule is not opened. 
A thin slice of cortex is chiselled down from the outer 
aspect of the ala ossis ilium immediately above the 
acetabular border. The entire roof of the acetabulum 
is reflected downward by driving and osteotome deep 
into the ilium horizontally just above the roof and 
prying down the roof. Bone wedges from the crest of 
the ilium are driven deep into this open space to 
maintain the roof and the bone shelf securely in 
position. After the operation the patient is placed in 
bed with traction of the operated leg for 6 to 8 weeks 
after the manner of Wiberg. 
—C. Fred Goeringer, M.D. 


Treatment of Congenital Hip Dysplasia in Older 
Children. Daviw Trevor. Proc. R. Soc. M., Lond., 
1960, 53: 481. 


IN HIS PRESIDENTIAL ADDRESS before the Royal Society 
of Medicine the author delved deeply into the history 
of the treatment of congenital dysplasias of the hip 
in infants and older children. 

Reference is made to the direct operative repair of 
this condition by open replacement of the femoral 
head, by capsular arthroplasty, and by acetebulo- 
plasty. Adequate documentation is given for the 
various conclusions presented concerning the three 
procedures and reference is made to the results which 
can be reasonably expected by the use of these meth- 
ods. 

The author states that all cases of congenital 
dysplasia of the hip are amenable to cure or at least 
to alleviation. He believes that if all these patients 
came for diagnosis and treatment in early infancy, 
little need for open operations would exist. In the 
author’s experience with open technique it appears 
that an optimistic view can be adopted even for 
patients more than 3 or 4 years old. 

— Orville F. Grimes, M.D. 


The Milch Operation in Surgery of the Hip (La 
place de Popération de Milch dans la chirurgie de la 
hanche). M, GurLLeminet and R. Faysse. Rev. chir. 
orthop., Par., 1960, 46: 74. 


A series of 22 operations performed on 18 patients 
is reported in this article. Five other operations 
which were performed on 4 patients were not included 
in this series as they were carried out too recently. 
The operation of Milch consists of a resection of the 
head and neck of the femur and a subtrochanteric 
osteotomy. The author used a modification of the 
technique by employing a wedge resection at the 
level of the osteotomy rather than a simple osteotomy, 
and instead of using a Blount-Moore bone plate for 
internal fixation the author employs a slightly modi- 
fied type of plate which firmly grasps the greater 
trochanter. 

The operation was performed in cases of congenital 
and bilateral dislocations of the hips, in severe arthri- 
tis of both hips, in pseudarthrosis of the neck, and 
in complications following the use of acrylic prosthe- 
ses. There were fewer complications such as phlebitis 
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and paralysis of the sciatic nerve, as reported in the 
Milch series. The operation, however, should be used 
only in cases classified as very severe, the Milch pro- 
cedure being an operation of last resort. It was pos- 
sible to decrease the pain and obtain a moveable 
joint without prolonged hospitalization and immo- 
bilization. —George I. Reiss, M.D. 


Mechanical Factors for Internal Fixation of the 
Femoral Neck. Vicror H. FRANKEL. Acta orthop. 
scand., 1959, 29: 21. 


IN ORDER to compare better the elements that make 
up an osteosynthesis of a fractured femoral neck, 
that is, the head, the inferior cortex of the neck, the 
cortex of the shaft, and the metallic appliance, one 
standard direction of force has been used in all 
experiments. This direction is a vertical one acting 
parallel to the shaft of the femur. 

Proximal halves of the femur were taken at the 
time of autopsy a few hours after death and immedi- 
ately frozen in a deep freezer where they were stored 
until used. 

Tabulated results were given for 9 specimens in 
determination of breakdown forces, using a Charnley 
screw and McLaughlin nailplate. In 6 specimens, the 
strength of the inferior cortex of the femoral neck and 
of cancellous bone of the head was determined. 

In determining the strength of the head, the 
specimens were taken from the femurs and a nail was 
introduced into the head. In one head, the nail was 
placed nearly parallel to the medial trabecular 
system, a low nail. In the head from the opposite 
side the nail was placed in an almost horizontal 
direction, a high nail. Pressure was then applied until 
the head was seen to move on the nail. In many cases 
the nail bent first, more so in the high nailings. 

The heads were removed from the nails and 
sectioned, grafts were taken, and results were tabu- 
lated. After review of the results of other workers in 
similar experiments, it is concluded that in the 
femoral horizontal nailings the force is able to act 
on a greater surface area and the per unit stress is 
less. The low nail tends to be in the portion of the 
head where the trabeculae are weaker. The low nail, 
with its sharper leading edge, cuts the bone more easily 
than does the horizontal nail. 

Martz has determined the vertical force necessary 
to produce permanent deformations in various types 
of nailplates. The Moore and Jewett devices tolerated 
49 kgm. The Neufeld, Thorntorn, and Pugh nails 
withstood forces between 80 and 95 kgm. The Blount 
blade plate, 130 degree, was able to withstand 172 
kgm. The bending moment causing failure for the 
McLaughlin nailplate was found to be at about 500 
kgm. pressure; this nailplate compares favorably with 
various other types. 

Martz suggested that any nail or screw subjected 
to repeated stress should be twice as strong as the 
breaking strength of the appliance when subjected 
to a single loading. For a safety factor of 2, the metallic 
appliance should be able to tolerate 5 times the body 
weight before bending, if standing on one limb is 
allowed, and at least 10 times the body weight for 
walking. For a sixty kgm. man this would be at least 
300 kgm. 
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As far as the initial strength of the osteosynthesis 
is concerned, the limiting factor seems to be the head 
of the femur, as it can stand the most force of the 
osseous elements in the head and neck. This is partic- 
ularly so if the nail is introduced in a horizontal 
direction. The inferior cortex of the neck is the next 
strongest element in the system and can stand the 
nail pressing against it until the force exceeds 135 
kgm. The nails and screws tested so far have proved 
to be the weak links. When force is put on the head of 
the femur it is transferred to the nail or screw. The 
nail or screw gives some support initially but at forces 
of about 50 kgm. will start to bend, both along the 
course of the nail or screw and at the junction of the 
nail or screw with the plate. This bend allows the nail 
or screw to come into contact with the inferior cor- 
tical area of the neck. The inferior cortical area begins 
to carry the force and succeeds in doing so until it 
fractures. If the nail and screw plates were absolutely 
stiff under these conditions, force would be transmitted 
to the shaft of the femur by passing the inferior 
cortex as a weight bearing element. From these obser- 
vations, it is seen that the inferior cortex is the limiting 
factor in this series of experiments. It can be postu- 
lated from the experiments on the isolated head that 
if a powerful nailplate were used the strength of the 
trabeculae of the head would be the limiting factor, 
as they have been found capable-of carrying up to 
400 kgm. of force before the nail starts to cut through. 

If the figure of 500 kgm. is taken as the average 
force necessary to break the neck of the femur when 
loaded vertically, the Charnley screw produces 30 
per cent of the normal strength and the McLaughlin 
four-flanged vitallium nailplate provides about 40 per 
cent. This is the same percentage that the inferior 
cortical area of the neck provides. The strength of 
the inferior cortex is therefore the determining factor 
with these appliances. 

It is the author’s belief that, to take full advantage 
of the strengths and weaknesses of the proximal end 
of the femur, within the limits of current knowledge, a 
nailplate or screwplate should be constructed of 
such design and material that after a fracture is fixed 
the force borne on the head of the femur would be 
transmitted to the nail, the nail would transmit the 
force to the side bar without appreciable bending 
movement, and the side bar would transmit the force 
to the shaft of the femur via strong bone screws. It 
is postulated that the ideal nail should be strong 
enough to receive the force from the femoral head 
and transmit it to the shaft of the femur without 
undergoing deformation and resting on the inferior 
cortex. —C. Fred Goeringer, M.D. 


The Management of Fractures of the Femur in Elderly 
Patients. RicHARD PROTHERO, ROBERT First, and 
James Mirnoerer. Surg. Clin. N. America, 1960, 40: 
899, 


THIs REPORT describes the management utilized at 
Mary Imogene Bassett Hospital, Cooperstown, New 
York for the treatment of femoral fractures. 
Impacted fractures of the femoral neck are treated 
nonoperatively, A firmly impacted fracture may be 
expected to heal promptly if the patient avoids weight 
bearing on the extremity until there are signs of union 


by clinical and roentgenologic examination. These 
fractures may become disimpacted during therapy, 
In patients more than 69 years old an unimpacted 
fracture is fixed by a Smith-Peterson nail if it has 
occurred near the base of the neck and if the patient 
is an active, healthy individual. For elderly patients 
with fractures high in the femoral neck, or for those 
in relatively poor general condition the authors usu- 
ally advise immediate replacement of the femoral head 
by a metallic prosthesis. Open reduction and internal 
fixation is performed for all intertrochanteric frac- 
tures in elderly people except when there is excessive 
comminution of the subtrochanteric area. Fractures 
of the femoral shaft are best treated by open reduction 
and fixation with an intramedullary rod. 
Twenty-seven per cent of the patients more than 
69 years old in this series died within 6 months of 
their femoral fractures. Only 3 per cent died in the 
hospital. —Bernard C. Gerber, M.D. 


Surgical Approach to the Knee Joint by Section of 
Collateral Ligament. Wittarp E. Dortrer. Surg. 
Clin. N. America, 1960, 40: 833. 


THE AUTHOR describes an approach to the knee joint 
through a transverse skin incision and direct section 
of the collateral ligament, either medially or laterally, 
to expose the entire knee joint. This operative approach 
is presented as an adequate and most satisfactory 
single incision which permits easy visualization and 
direct surgical attack on the tibiofemoral articular 
areas as well as the anterior and posterior compart- 
ments of the knee joint. An additional benefit is that 
this approach causes no permanent loss of integrity of 
the knee joint. 

The incision directly through the collateral liga- 
ment can be extended to expose the entire length of 
the collateral ligament if there is need to repair the 
cruciate or the collateral ligaments. The topical and 
surface anatomy of the entire knee joint are reviewed, 
and a detailed account of the operative technique is 
presented. The procedure has the advantage of 
simplicity and, in defense of the sectioning of the 
collateral ligament, the author mentions that this 
structure is transected in order to remove a damaged 
meniscus as well as for other operative procedures 
within the knee joint. 

In the author’s experience there is no instability of 
the knee as a result of this procedure. Early ambula- 
tion is insisted upon; the patient is up and walking 
in 2 or 3 days with a cylinder-type cast. 

— Orville F. Grimes, M.D. 


Advancements in the Treatment of Compound Knee 
Injuries (Fortschritte in der Behandlung der offenen 
Kniegelenkverletzungen). M. Ze1s. Z6l. Chir., Leipzig, 
1960, 85: 1202. 


DuriNG THE Past 10 years 49,702 injured patients 
have been hospitalized at the ‘“Bergmannsheil” 
Hospital in Bochum, Germany. Of these patients 
382, or 0.78 per cent, had sustained a compound 
knee injury. 

Treatment of compound knee injuries is as follows: 

1. Any injury close to the knee joint should be 
treated as if the joint space was affected until it is 
proved otherwise. 





2. Any motion of the joint should be avoided. 

3. A roentgenogram of the knee should be made. 
Minimal air shadow in the joint space does not have 
to be due to open joint space. 

4. Operation is carried out under general anesthesia. 
During the procedure instruments are changed several 
times to prevent infection. Wide debridement is 
carried out but no probing. Any fragments or foreign 
bodies are removed from the joint space. The capsule 
is closed primarily with interrupted catgut. If there 
isa marked defect, this is closed with the surrounding 
soft tissue. Fascial transplants, drains, irrigation during 
operation, or local application of antibiotics are not 
used. The skin should be closed without tension; if 
this is not possible then a free skin graft may be em- 
ployed. 

5. For postoperative care complete immobilization 
including the pelvis is advocated. The average dura- 
tion of the cast application is 17.9 days, the average 
period of hospitalization, 28.4 days, that is, for patients 
without bony involvement. All patients are given 
wide spectrum antibiotics; the author has used tetra- 
cycline. After the cast is removed, slowly increasing 
physiotherapy is recommended. 

Injuries seen 12 hours after an accident or later 
are classified as old injuries. Patients are given anti- 
biotics and the wound is debrided. A cast is applied 
including the whole affected extremity from foot to 
pelvis. If marked fever or pain in the knee occurs, 
fenestration of the cast is carried o: . «nd, if necessary, 
aspiration of the joint, but no iiigation nor local 
application of antibiotics. 

Of the 293 knee injuries without bony involvement 
which were treated by the method indicated, 265 
healed completely without any defects. The remain- 
ing 28, most of which were associated with soft tissue 
involvement that caused necrosis postoperatively, 
needed secondary skin transplantation, but in all 
cases movement of the affected joint was possible. 

—Frank R. Lichtenheld, M.D. 


The Closed Fracture of the Long Bones. Joun R. 
Moore. 7. Bone Surg., 1960, 42-A: 869. 


Tue AUTHOR presents his presidential address to the 
American Orthopedic Association. In 1943 he pre- 
sented an analysis of 5,189 closed fractures of the long 
bones treated by closed reduction and in 1958 he ex- 
panded this series by another 3,560 closed fractures 
treated in a similar manner. Complications in these 
series were relatively few, and open reduction was 
undertaken as a last resort in less than 5 per cent of 
the cases. Open reduction both then and now has 
been restricted almost entirely to the unreducible 
articular fractures of the proximal portion of the femur 
and fractures associated with local circulatory failure. 
Except in these two circumstances open reduction is 
rarely if ever resorted to in the author’s clinic. 

The author stresses the need for maintenance of 
normal skin covering over the fracture and believes 
that adequate skin covering plus splinting with resto- 
ration of bony contact, adequate immobilization of 
the joint above and below the fracture, and uninter- 
rupted immobilization until the fracture is healed 
prepare the way for the normal histologic events es- 
sential to osteosynthesis. 
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The most common failure in closed reduction is 
failure to recognize or to evaluate the need for coun- 
tertraction. A simple rule is that closed reduction 
must, of necessity, apply adequate traction in the line 
of deformity and then engage the fractured frag- 
ments. 

The difference between a stable and an unstable 
fracture is probably the most important point of 
classification. Stability can be determined only after 
closed reduction has been attempted. The problem of 
instability can be overcome by insertion of metal pins 
through the bony prominences above and below the 
fracture and incorporation of the pins in a plaster 
cast. 

Immobilization must be continued uninterruptedly 
until the fracture is healed, and the surgeon should be 
familiar with the usual roentgenographic signs of 
union. Permanent fibrosis of the joint is inexcusable. 

In preparing this article, the author reviewed 50 
cases of nonunion in fracture of the long bones, some 
having been complicated by osteomyelitis after open 
reduction. The author decries the trend since World 
War II toward more frequent use of open reduction 
in the treatment of fractures. 

—Einer W. Fohnson, Fr., M.D. 


Fatigue Fractures of the Lower Extremities. Erik 
RENGMAN. Acta orthop scand., 1959, 29: 43. 


FATIGUE FRACTURES can occur in practically all 
bones, even though they are rare apart from the 
metatarsal bones. These fractures must not be con- 
fused with the spontaneous fractures which develop 
as a result of osteoporosis of varying cause nor with 
the spontaneous fractures of bones that can be caused 
by latent lues. It is typical that the fatigue fractures 
develop in normal appearing bones. Most cases are 
seen in healthy young persons in their early twenties, 
in a satisfactory state of nutrition, during the execu- 
tion of physically heavy tasks. 

The author concluded that the usual march fracture 
depends on the duration of the march, the body 
weight, and the weight of the load carried, which 
constitute the decisive components for a possible 
development of fatigue fractures. Should the aggregate 
of these components go beyond the breaking strength 
limit of the bones, fatigue fractures may develop. 

The patients who were treated consisted of 16 
with fracture of the metatarsal bones, 4 with fracture 
of the tibia, and 1 with bilateral fatigue fracture of 
the collum femoris. In all these cases of fracture of 
otherwise normal bones, as well as in similar cases 
described in the various medical publications, the 
causative factor seems to be the same, i.e., prolonged 
stress. —C. Fred Goeringer, M.D. 


MUSCLES AND TENDONS 


Principles in the Management of Extra-abdominal 
Desmoids, R. THomas N. Hunt, Harry C. Morcan, 
and LaurEN V. ACKERMAN. Cancer, 1960, 13: 825. 


THIs REPORT presents the clinical and pathologic data 
from 29 cases of extra-abdominal desmoids seen in the 
Departments of Surgery and Surgical Pathology at 
Barnes Hospital, St. Louis, Missouri during the past 
11 years. Desmoids are defined as progressive, locally 
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invasive lesions composed of uniform fibroblasts form- 
ing abundant collagen and arising within the skeletal 
muscle or its fascial covering. There appears to be a 
predilection for the lesions to occur in the muscles of 
the shoulder girdle and upper arm. Nine of these 29 
patients noticed significant local trauma from 2 weeks 
to 6 months prior to the appearance of the mass. 

Clinically, the desmoid presents as a palpable, deep- 
lying, firm mass with vague margins. The desmoid 
may surround vessels and nerves but no instance was 
found in which invasion of these structures had oc- 
curred. Microscopically, these lesions are composed of 
mature, fibrous tissue with varying degrees of hypo- 
cellularity, and abundant intercellular matrix of col- 
lagen occurs in large interweaving trabeculae. Des- 
moids do not undergo sarcomatous degeneration and, 
although they are locally invasive, there are no re- 
ported cases of distant or regional metastasis. 

The only form of therapy used in this series of pa- 
tients was surgery, and the operative procedures 
varied from local excisional biopsy to forequarter 
amputation. The fundamental principle in manage- 
ment should be adequate primary local excision based 
on shape, character of local invasion, frequent per- 
sistence, and lack of ability to form regional or distant 
metastasis. A rational operative approach is based on 
histologic diagnosis, and the authors believe that all 
patients with deep soft tissue masses of obscure cause 
should have a carefully planned, incisional biopsy. 
When there is clinical or roentgenographic evidence 
of underlying bone invasion, the cortex should be re- 
moved with the en bloc dissection. Failure to observe 
these principles has resulted in a persistence rate of 
33 per cent in the authors’ patients followed up for 
more than 2 years. 

The surgical management of recurrent desmoid 
should be based on the same principles as outlined for 
the larger primary lesions, which means adequate 
local excision of the entire muscle, preserving the 
functional integrity of the vital anatomic structures. 
It is the contention of the authors that irradiation 
therapy plays no part in the management of desmoids. 


Despite much speculation, there is no substantial 
evidence to support the endocrine or traumatic cause 
of desmoids. The natural course of desmoids remains 
obscure, since these present as a mass and are excised, 
Forms of therapy, reported by others, include the use 
of testosterone and, in female patients, irradiation 
castration. — James H. Holman, M.D. 


The Significance of the Ulnar Carpal Canal (Die 
handchirurgische Bedeutung und Diagnostik des 
ulnaren Canalis carpi). G. BARTHOLD. Zbl. Chir., 
Leipzig, 1960, 85: 696. 


THE ULNAR CARPAL CANAL is located between the pisi- 
form bone and the process of the hamate bone slightly 
proximal to the carpal canal itself. Within the ulnar 
carpal canal are located the volar ramus profundus of 
the ulnar artery and the superficial and deep branches 
of the ulnar nerve. The superficial branch passes dis- 
tally into the region of the fourth and fifth fingers. The 
deep branch extends into the deeper portion of the 
palmar region. The superficial branch is sensory ex- 
cept for supplying a motor branch to the palmaris 
brevis muscle. The deep branch is a purely motor 
branch supplying the opponents, the flexor brevis, the 
abductor digiti equini, the interossei, and the deep 
head of the flexor pollicis brevis. Occasionally, crush- 
ing injuries in the region of the wrist joint cause injuries 
to the ulnar nerve located within the ulnar carpal 
canal. 

The author describes a roentgenographic technique 
to demonstrate clearly the carpal canal by properly 
positioning the wrist, the cassette, and the roentgen 
ray machine. The central ray forms a 65 degree angle 
with the cassette. The wrist is dorsiflexed as far as 
possible with traction applied to the fingers. Then, by 
turning the hand radialward 45 degrees, one can 
clearly demonstrate the ulnar carpal canal. 

A case of a crushing injury to the wrist is used to 
illustrate the difficulty of differential diagnosis between 
injury to the deep branch of the ulnar nerve or symp- 
toms caused by scar formation in the region of the 
wrist. —George I. Reiss, M.D. 
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BLOOD VESSELS 


Takayasu’s Disease (Enfermedad de Takayasu). Atcy 
pe Meperiros and AmELIo Pinto Riserro. Angiologia, 
1960, 12: 189. 


TAKAYASU’S DISEASE, a segmental thrombo-obliterative 
process of the main branches of the aortic arch due to 
nonspecific arteritis and involving mainly young wom- 
en should be differentiated from Martorell-Fabré 
syndrome in which a specific cause—arteriosclerosis, 
aneurysms, or congenital anomalies—can be demon- 
strated. 

The symptoms and signs may follow different pat- 
terns according to the arterial branches involved and 
the degree of ischemia. Among the principal clinical 
manifestations one may encounter fever, lack of pulses 
in one or several arteries, increase in the collateral 
circulation, oscillometric differences on both arms, 
trophic changes in the head, and loss of consciousness 
and memory. 

A case of Takayasu’s disease in a young Negro 
female is presented in which the treatment with vaso- 
dilators, anticoagulants, and adrenal steroids produced 
good results. — Jaime Barcena, M.D. 


Nonpenetrating Aortic Injuries (Symptomatologie und 
Verlauf der Aortenruptur bei geschlossener Thorax- 
verletzung). Max A. ZEHNDER. Thoraxchirurgie, 1960, 
oul 


To PRESENT the clinical picture and diagnostic pit- 
falls 12 cases of nonpenetrating traumatic aortic 
ruptures are listed, supplemented by 37 casuistic 
reports from the literature. In 3 of these 49 cases the 
partially or totally dissecting rupture was in the 
descending aortic arch beyond the takeoff of the left 
subclavian artery. Forty-six patients were victims of 
traffic accidents; thus the importance of this injury 
in modern traumatology is stressed. 

Seven patients showed histologically a normal aorta 
at the site of tear. Half of those in the group were 
more than 30 years of age. 

The clinical signs and symptoms are too variable 
and the vascular symptoms quite often too poorly 
demonstrated to give conclusive evidence. At the 
early stage the roentgenographic findings are very 
valuable. Retrograde arterial aortography via the 
left = artery as an additional tool is briefly men- 
tioned. 

A few short remarks about the different surgical 
approaches to the problem conclude this fine article. 

—Hans 7. Schweizer, M.D. 


Total Resection and Homograft Replacement of the 
Aortic Arch. Suu Mer-Hsin, Wan Teu-Hsinc, Linc 
Hunc-SHEN, JEN Cx’ancO-Yit, and Others. Chin. M. 
J. 1960, 80: 505. 


Two cases of patients who underwent resection of the 
entire aortic arch for luetic aneurysm are reported 
from a Chinese hospital. A left atrial and right femoral 
artery extracorporeal bypass together with a teflon 


bypass between the ascending and descending por- 
tions of the aorta were used. The right common carot- 
id artery was supplied by an arm extending upward 
from the teflon bypass across the aortic arch, utilizing 
a polyvinyl catheter with an internal diameter of 
4mm. 

A lyophilized homograft was used as a replacement 
in the first patient. Anastomoses were made with 00 
silk. Both pleural cavities were opened. The operating 
time totaled 16 hours with the patient in a hypothermic 
state and 37 units of heparinized blood were adminis- 
tered. The patient died 73 hours after operation of 
respiratory failure. At autopsy, all anastomoses were 
patent but both lungs were edematous. A massive 
blood clot was present in the right pleural cavity and 
a huge hematoma in the mediastinum. 

A homograft was used in the second patient, a male 
of 40 years, and this patient was also supported with 
hypothermia. An anterior bilateral thoracotomy in- 
cision was used with transection of the sternum, but 
the right pleural cavity was not opened. A pinhead- 
sized aortotracheal fistula was present, closure of 
which was attempted by means of fascia. A synthetic 
vascular prosthesis with an internal diameter of 1.6 
cm. was placed for a temporary shunt between the 
ascending and the descending portions of the aorta 
and from this by means of a Y tube, two smaller tubes 
4 mm. in internal diameter were inserted into the 
carotid arteries. The operation required 13 hours and 
32 units of blood, only 4 of which were heparinized, 
were given. The patient died 51 days after operation, 
of what appeared to be a left cerebral embolus. To 
facilitate closure of the aortotomy for the creation of 
the temporary plastic tube shunt, a portion of the 
plastic prosthesis had been left attached to the ascend- 
ing aorta and this was closed rather than taking down 
the shunt and closing the incision in the aorta. Rupture 
was found at this suture line with bleeding into the 
mediastinum. Infection of the skin wound developed 
with communication through the chest wall and the 
cause of death was thought to be exsanguinating hem- 
orrhage from the point of insertion of the temporary 
synthetic shunt. 

The authors stress the importance of the internal 
diameter of the shunts used to maintain blood flow to 
the brain and spinal cord and point out that with a 
prosthesis of 1.6 cm. and common carotid catheters 
with a 4 mm. internai diameter the result of the elec- 
trocardiogram was normal and patients awoke with- 
out any evidence of cerebral anoxia immediately after 
completion of the shunt. Although atriofemoral by- 
pass will protect the heart and central nervous sys- 
tem, prolonged use of extracorporeal apparatus pro- 
duces ill effects upon the liver, kidneys, and other 
organs. The authors prefer to use temporary shunts to 
avoid this hazard. The authors believe that the first 
patient’s death was contributed to if not caused by 
excess heparin and marked limitation of respiratory 
efficiency because both pleural cavities were opened. 
Cannulation of the carotid arteries by means of stiff 
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catheters with sufficiently large internal diameters, 
and securing the cannulas in place by means of silk 
ties rather than suture anastomoses reduces operating 
time. The addition of the median sternotomy to the 
anterior bilateral thoracotomy provides good ex- 
posure and may permit opening of only one pleural 
cavity with less respiratory embarrassment in the 
postoperative period. —Allan D. Callow, M.D. 


Use of Teflon in Replacement of Aortic and Arterial 
Segments, GERALD H. Pratt. Am. 7. Surg., 1960, 100: 
389. 


AN EXPERIENCE with 200 patients with occlusive 
arterial diseases of the major arteries indicates that 
teflon prostheses are superior to arterial homografts 
or other materials. Sympathectomy is an important 
adjuvant to therapy in all patients with occlusion in 
the lower extremities. The operative method usually 
includes endarteriectomy of one or both ends of the 
host’s vessels to provide good flow in and out of the 
graft. If runoff is inadequate, as it was in 80 cases, 
grafting is abandoned. The graft is sutured end-to-end 
or end-to-side, depending on relative sizes or positions 
of the vessels and prostheses. The results leading to 
these conclusions and the methods are summarized 
in a table. —Leonard D. Rosenman, M.D. 


Aortic Occlusion (Leriche’s Syndrome) in Mitral 
Stenosis, F. STaRER and Davip Sutton. Brit. M. 7., 
1960, 2: 644. 


FOUR WOMEN AND 2 MEN in their fourth and fifth 
decades had typical manifestations of aortoiliac occlu- 
sion during the course of mitral stenotic disease of 
rheumatic origin. Although all of the patients had had 
one or more episodes of peripheral or visceral arterial 
emboli, none of them had a typical syndrome of 
acute saddle embolism. Presumably, peripheral emboli 
were followed in weeks or months by proximal propa- 
gation of thrombosis until the bifurcation of the aorta 
was occluded. Atherosclerosis is not a factor in these 
lesions. —Leonard D. Rosenman, M.D. 


Diagnosis of Aneurysms of the Hepatic and Splenic 
Arteries by Intravenous Abdominal Aortography. 
IsRAEL STEINBERG. WV. England 7. M., 1960, 263: 341. 


By THE METHOD of intravenous abdominal aortog- 
raphy satisfactory visualization of an aneurysm of the 
hepatic artery in a 72 year old man and of the splenic 
artery in a 67 year old woman was accomplished. 
The aneurysms in both cases were asymptomatic and 
were considered to be arteriosclerotic. The splenic 
artery aneurysm was excised to preclude rupture. In 
the man, the aneurysm of the hepatic artery had been 
discovered at operation 4 years previously and, since 
there had been no change in the aneurysm, operation 
was not advised. The increasing number of reports of 
the successful removal of aneurysms of the hepatic 
artery suggests that repair should be attempted in 
order to prevent subsequent rupture. 

Intravenous abdominal aortography is accom- 
plished by means of rapid simultaneous and bilateral 
injections of concentrated contrast material. Inspira- 
tion and elevation of the arms augment the bolus 
effect of the contrast material. Experience has shown 
that adding one-half a second to the predetermined 


circulation time and making a 2 second roentgen ray 
exposure will regularly result in visualization of the 
abdominal aorta. This method of intravenous abdom. 
inal aortography permits diagnosis of abdominal 
aneurysms without the complication of translumbar 
aortography. —George R. Holswade, M.D. 


A Case of Compression of Subclavian Vessels by a 
Fractured Clavicle Treated by Excision of the First 

» Rib. Upaya N. Dasu and Davip HANDLER. 7. Bone 
Surg., 1960, 42-A: 798. 


As A GENERAL RULE, fractures of the clavicle in chil- 
dren are considered insignificant injuries requiring 
minimal treatment. By contrast, fractures of the clavi- 
cle in the adult are more often very disabling because 
they tend to be comminuted and because early or late 
neurovascular injuries sometimes are associated. In- 
stances of fatal hemorrhage from laceration of the 
subclavian vein have been reported, as has throm- 
bosis of either the subclavian artery or vein occurring 
as a late sequel to malunion or nonunion of the clavicle. 
Embolism of the basilar artery also has been reported, 
with the embolus originating from a thrombus in 
the subclavian artery secondary to a fractured clavicle. 
Traumatic aneurysm of the subclavian artery as a 
late complication of a healed fracture of the clavicle 
has been reported, as have injuries to the brachial 
plexus and injuries which cause compressive changes 
in the subclavian vessels. 

The authors report the case of a 57 year old man 
in whom intermittent signs of compression of the 
subclavian artery developed after a fracture of the 
right clavicle. After the first rib on the right side was 
removed, the subclavian vessels were noted to have 
adequate space without any evidence of pressure. 
The cyanosis and venous congestion in the upper 
extremity disappeared, the radial pulse of the right 
arm was palpable, and the arm was strong on the 
first postoperative day. Edema disappeared by the 
third postoperative day and the patient was discharged 
home on the twelfth postoperative day. Seven weeks 
after fracture—4 weeks after operation—the patient 
was essentially asymptomatic and had a full range of 
motion in the right shoulder. 

—Einer W. Fohnson, Fr., M.D. 


A New Method of Treatment for Injuries of the Great 
Veins; Their Regeneration Under Different Trans- 
plantation Conditions. I. Cstttac and H. JELLinEK. 
Bull. Soc. internat. chir., 1960, 3: 320. 


THESE INGENIOUS EXPERIMENTS show that large de- 
fects in the wall of the inferior vena cava will repair 
themselves simply if the lumen is restored by a patch. 
A loop of small intestine or the surface of the pancreas, 
kidney, spleen, or uterus sutured against the vein is 
satisfactory. A thrombus soon lines the defect. Granu- 
lation tissue forms and new venous tissue grows into 
it. Later the buttressing organ may be separated from 
the intact vein. The same success is achieved with ma- 
terials as unlikely as rubber discs, prune skin, or leaves 
of philodendron plants. Homografts of dog’s heart 
and heterografts of rat’s heart or liver are also success- 
ful. In the heterografts, regeneration appears to 
take place without thrombosis. 
—Leonard D. Rosenman, M.D. 
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The Management of Injuries to Major Veins. Max R. 
Gaspar and Ricuarp L. TReman. Am. 7. Surg., 1960, 
100: 171. 

Iv 52 MAJOR VENOUS INJURIES over a 10 year period at 

the Los Angeles County General Hospital in Los 

Angeles, California, the veins injured most frequently 

were the superficial femoral, the internal jugular, the 

inferior vena cava, and the brachial. Eighty per cent 
of the patients survived with good results. 

The profound shock which frequently occurs with 
venous injury must be combated by prompt operation 
to control the bleeding site. This necessitates an ag- 
gressive approach to the vessels involved whether they 
are in the neck, chest, abdomen, or extremities. 

Lateral suture repair is preferred to ligation. Post- 
operative anticoagulants are of little value, and post- 
operative thrombophlebitis is not a major problem 
after repair or ligation. Grafts to bridge venous defects 
are not advocated. 

There were 10 deaths, a mortality rate of 19.6 per 
cent. Four of those who died were not operated upon 
and a fifth died from bleeding at the site of an improp- 
erly controlled laceration of the vena cava. 

Eight arteriovenous fistulas occurred in patients 
who were not operated upon. Prompt operation might 
have prevented this disturbing sequela. The 8 injuries 
to the vena cava were of special interest. Five of the 
patients survived. —Harold Laufman, M.D. 


Arteriovenous Anastomoses and Varicose Veins. 
Joun A. Grus. Arch. Surg., 1960, 81: 299. 


AN EXTREMELY INTERESTING and refreshing approach 
to the varicose vein problem is presented. Using the 
dissecting microscope, the author found vessels con- 
sistent with arteriovenous communications in 13 of 
14 patients with varicose veins. These communica- 
tions were less than 1 mm. in diameter and were 
found to convey bright red blood at a higher than 
venous pressure into the varicosities. 

On histologic study, these vessels appeared to be 
thick walled veins with hypertrophy of the muscular 
coat. Previous studies by Pratt and Piulachs of 
Barcelona and Fontaine of Strasbourg have con- 
firmed the presence of these communications. More- 
over, it has also been shown that there is an increased 
oxygen content in varicosities and that serial arteri- 
ography shows a quick passage of blood from the 
arteries into the veins. Taking these findings in the 
aggregate, the author be'ieves that the pathogenesis 
of varicose veins should be re-evaluated. 

—Alan Thal, M.D. 


Raynaud’s Disease (Experimentelle und klinisch-chir- 
urgische Betrachtungen ueber die Raynaudsche 
arm E. CorneEeac. Zbl. Chir., Leipzig, 1960, 

> 1394, 


SYMPATHECTOMy has given only transient benefit in 
many conditions for which it has been used. Its results 
have been especially poor in Raynaud’s disease. The 
author found that cold applied to sympathectomized 
rabbit ears rapidly produced a hyperemic edema and 
that repeated applications of cold led to necrosis. 
These changes occurred most rapidly with postgangli- 
onic sympathectomies. The experiments indicate that 
the sympathetic nervous system protects the capillary 
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network against pathologic influences—that it acts 
to maintain the anatomic and functional integrity of 
the capillary network. 

Raynaud’s disease seems to be a metabolic angio- 
spastic disorder in which capillary spasm occurs 
independently of the normal vasoconstrictor mech- 
anisms. This concept is illustrated by a case report in 
which removal of a hyperplastic adrenal gland brought 
relief to a patient with Raynaud’s disease after his 
condition had been aggravated by a sympathectomy. 
Failure of sympathectomy in patients with Raynaud’s 
disease may be explained by the hypothesis that there 
is a protective increase in sympathetic tonus secondary 
to the basic metabolic disturbance in these patients 
and that sympathectomy removes a_ beneficial, 
ameliorating factor. —Elmer V. Dahl, M.D. 


Two Cases of “Spontaneous” Gangrene in Infants 
(Due casi di gangrena spontanea del lattante). G. 
Prrout. Cardarelli, 1960, 4: 785. 


THIS ARTICLE is a report of 2 cases of the so-called 
spontaneous gangrene of the extremities in infants, 
observed at the Department of Surgery of the Uni- 
versity of Naples Medical School, Naples, Italy. In 
both instances the history revealed the presence of 
an infective episode shortly preceding the onset of 
the gangrene. In 1 patient, aged 8 months, the process 
involved the left foot; in the other, 9 months of age, 
both hands were involved. In both cases the disease 
started suddenly with no apparent cause. 

Treatment consisted in the administration of a 
vasodilator associated with sympathetic block. Com- 
plete recovery was obtained in the first case; in the 
second patient multiple amputations of the fingers of 
both hands were necessary. 

Among the causes of this relatively rare condition, 
vasospasm seem to play a role of primary importance 
in the newborn. In older patients the most frequent 
cause of the gangrene is mycotic emboli secondary to 
septic foci. The 2 cases presented in this article are 
examples of this latter mechanism. 

—Riccardo Benvenuto, M.D. 


Arterial Embolus of the Extremities (Embolia arterial 
de los miembros). Horacio A. FERRANDO and EN- 
RIQUE D. Drez. Prensa méd. argent., 1960, 47: 254. 


THE PROBLEM PRESENTED by the acute arterial 
occlusion secondary to a peripheral embolus is a 
serious one and demands that immediate treatment 
be instituted. There is no doubt of the pressing urgency 
in the management of this condition; however, the 
difficulty arises in the selection of the appropriate 
method of treatment. This and other problems are 
carefully analyzed by the authors who try to give a 
solution for each one. 

Nineteen patients with 24 arterial emboli are 
presented in detail. The surgical treatment employed 
consisted of a retrograde flushing by introducing a 
cannula into the artery, distal to the embolus, through 
which a saline solution is injected under pressure. 
The embolus and the accompanying thrombus are 
thus forced out of the artery through an arteriotomy 
made above the embolus. The flow of the saline 
solution must have a higher pressure than that of the 
arteriocapillary area in order to attain the expulsion 
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of the embolus and the thrombus. The only requisite 
for this procedure is an artery without a previous 
episode of obstruction. —Rafael G. Sorrentino, M.D. 


LYMPHATIC VESSELS AND NODES 


Chylothorax, a Complication of Translumbar Aor- 
tography. Ferris E. Coox, Jr., Ropert A. Fia- 
HERTY, CHARLES L. WILLMARTH, and Paut R. LANGE- 
LIER. Radiology, 1960, 75: 251. 


THE AUTHORS review the literature on complications 
of abdominal aortography and state that only 2 
previous cases of chylothorax have been reported. In 
each of these it was found necessary to ligate the 
thoracic duct surgically. In their patient, after repeated 
thoracenteses, a closed thoracotomy was performed 
under local anesthesia and the thoracic duct was 
tied. The patient did well postoperatively and has 
had no further complications. The authors emphasize 
that the lesser operative procedure offers more rapid 
recovery. —Frank R. Hendrickson, M.D. 


Puncture of the Thoracic Lymph Duct with Chylo- 
thorax, a Rare Complication of Aortography. En- 
RIQUE ScHWARzZ. Radiology, 1960, 75: 248. 


THE AUTHORS REPORT a case of puncture of the 
thoracic lymph duct followed by a chylous pleural 
effusion. A thoracotomy was believed to be necessary, 
and the thoracic duct was ligated. Five days post- 
operatively the patient died of acute coronary insuf- 
ficiency. The authors discuss the relational anatomy 
of the aorta and thoracic duct and emphasize par- 
ticularly that attempts to enter the aorta too obliquely 


may occasionally produce laceration of the thoracic 
duct particularly if it is in an anomalous posterior 
position. —Frank R. Hendrickson, M.D, 


BLOOD AND TRANSFUSIONS 


Intra-arterial Transfusion in Hemorrhagic Shock, 
Donatp C. Drerenporr and FREDERICK B. Jonzs, 
Obst. Gyn., 1960, 16: 278. 


IN sTATEs of severe hypotension coronary artery blood 
flow, which is dependent upon the pressure in the 
aorta, is diminished. Additional blood given rapidly 
by the intravenous route may in some instances tend 
to pool in a collapsed venous vascular bed and place 
an additional load on the heart, already working un- 
der the handicap of myocardial ischemia. 

Blood given rapidly into a large artery will raise 
intra-aortic pressure, bring about increased coronary 
artery blood flow, provide a sufficient volume of blood 
against the pumping action of the heart to insure per- 
fusion of vital organs, and thereby bring about rapid 
reversal of the entire shock state. ‘This is the accepted 
rationale for intra-arterial transfusion in the treatment 
of profound shock. 

Twenty-four cases are discussed wherein intra- 
arterial transfusion was utilized in severe unrespond- 
ing shock. In 3 of these, blood pressure was not raised 
above shock level. The causes of death in these 3 
instances were amniotic fluid embolus, postoperative 
vaginal hysterectomy in which treatment was started 
too late, and incompatible blood transfusion. 

The technique of intra-arterial transfusion is out- 
lined. —Harry Fields, M.D. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Hypnosis in Surgical States, R. C. Doserneck, N. H. 
Stone, A. S. McFrz, A. S. Leonarp, and Others. 
Minnesota M., 1960, 43: 529. 


THE AUTHORS REPORT on the use of hypnotherapy in 
260 patients seen at the University of Minnesota 
Medical School, Minneapolis, Minnesota. Hypnosis 
was used in a variety of surgical states and proved to 
be of great value in relief of the discomforts of proctos- 
copy, postoperative pain, and the postgastrectomy 
syndrome. In 80 per cent of patients undergoing 
proctoscopic examination a good or excellent result 
attended induction of the hypnotic state immediately 
prior to performance of the examination. 

The authors have been much impressed by the al- 
leviation of postoperative pain by hypnosis and be- 
lieve that it is a worthwhile adjunct. Reduction in use 
ofnarcotics has increased, with the result that hypnosis 
is now being applied to patients undergoing thoracot- 
omy and more extensive abdominal procedures. 
Hypnosis was induced on the day prior to operation 
and suggestions were made relating to tolerance of 
indwelling nasal tubes and urinary catheters and the 
acceptance of intravenously administered fluids. It 
was suggested to each patient that none of these would 
occasion distress. It was also suggested that the area 
of incision would cause no discomfort, and all patients 
were told that analgesics were available and would 
not be withheld when needed. Another group of pa- 
tients was placed under hypnosis on the operating table 
just prior to and during the induction of anesthesia, 
and the same suggestions were made to both groups 
of patients. The reduction in the amount of narcotics 
required after operation was quite obvious and sig- 
nificant. 

Hypnotherapy was found to be invaluable in relief 
of phantom limb pain and gave uniformly good results. 
In this group, and in those patients with miscellaneous 
types of pain, the hypnotic state was induced and 
suggestions were made at that time relative to an- 
ticipated relief of pain. Between 2 and 10 weekly ses- 
sions with an average of 4 sessions were necessary to 
obtain good or excellent results. 

Forty-one patients suffering from the postgastrec- 
tomy dumping syndrome have been treated during 
the past 3.5 years. Only patients subjected to gastric 
resection more than 1 year earlier were accepted for 
treatment. Hypnotherapy was aimed directly at the 
removal of the patient’s specific complaints. Objective 
evidence of weight gain, in addition to the patient’s 
statement regarding the degree of relief from symp- 
toms, were employed to characterize as good or ex- 
cellent the observed results. Good and excellent symp- 
tomatic relief and weight gain was experienced by 63 
per cent of the group. Hypnotherapy has not been a 
successful mode of management in obesity, and the 
results of its use as an adjunct to weight reduction 
have proved quite discouraging. 

— James H. Holman, M.D. 


The “Third Kidney” Phenomenon of the Gastroin- 
testinal Tract. Rosert E. L. Berry. Arch. Surg., 1960, 
81: 193. 


THE SYNDROME of the “third kidney” effect of the 
gastrointestinal tract has been presented. Essentially 
this is a semantic identification of vicious intake-out- 
put cycles observed during parenteral fluid support of 
certain disease and trauma states of the gastrointestinal 
tract. Severe oliguria may be concomitant. 

All suction or fistula losses from the gastrointestinal 
tract in excess of 2,500 ml. per 24 hours should be 
carefully assayed for the possible identification of a 
vicious cycle. The principal aids to early diagnosis 
are a high index of clinical suspicion and a high 
volume intake-output characterized by the gastroin- 
testinal loss tending to parallel the total parenteral 
intake for that day. 

Important etiologic and sustaining factors are 
obstruction, operative trauma, and qualitative and 
quantitative errors of parenteral fluid administration. 

A standard therapeutic approach is not possible 
as each patient must be evaluated and treated accord- 
ing to his singular facets. These modes of treatment 
have included correction of serious disturbances in 
acid-base balance, of hypopotassemia, and of hypo- 
tonic and volumetric sodium salt deficits of extra- 
cellular fluid, as well as cessation of suction despite 
large volume loss, limitation of parenteral intake, 
intramuscular administration of methantheline, and 
secondary operation to correct refractory obstruction. 

—Ely Elliott Lazarus, M.D. 


Experiences with Hemodialysis in Surgical Patients. 
RoLanp ANTHONE and SmpNEy ANTHONE. Arch. Surg., 
1960, 81: 205. 


RENAL INSUFFICIENCY is a not infrequent occurrence 
on a surgical service. With expanding surgical tech- 
niques an increasing incidence of acute renal failure 
may be expected. Treatment cannot always be 
adequately handled by conservative medical manage- 
ment, and hemodialysis has become an effective 
method of correcting the blood chemistry abnormali- 
ties. Hemodialysis can be performed through natural 
or artificial membranes. Inasmuch as the process 
through natural membranes, vivodialysis, is slow and 
less effective than that through artificial membranes 
in an extracorporeal circuit, the latter is preferred. 

The indications for dialysis are as follows: (1) 
Hyperkalemia with serum potassium values above 
7 mEq. per liter or electrocardiographic evidence of 
myocardial toxicity due to the hyperkalemia; (2) 
progressive clinical deterioration evidenced by nausea, 
emesis, lethargy, convulsions, and coma; (3) rapid 
catabolic rate as indicated by a progressive rise in 
blood urea nitrogen, creatinine, and phosphate with 
a precipitous fall in serum bicarbonate to levels below 
10 to 12 mEq. per liter; (4) virtual anuria for 6 to 7 
days, after which time marked deterioration and 
central nervous system changes are imminent; and, 
(5) the development of pulmonary edema. 





84 International Abstracts of Surgery - January 1961 


A survey of the total series of 26 patients showed 
that the type most apt to survive this procedure is the 
patient in whom the acute tubular necrosis was un- 
complicated by trauma or sepsis. 

—Ely Elliott Lazarus, M.D. 


Changes in Renal Concentrating Ability Associated 
with Major Surgical Procedures. HERBERT D. 
GuLuick and Lawrence G. Raisz. WV. England J. M., 
1960, 262: 1309. 


CHANGES IN RENAL FUNCTION are known to occur 
during a major procedure and these usually include 
a decrease in renal blood flow, glomerular filtration 
rate, urine flow, total solute excretion, and sodium 
excretion. The present study confirms these observa- 
tions and also demonstrates that urine osmolality is 
decreased during operation. This decrease was not 
altered by the administration of exogenous vasopressin 
and occurred during a period of endogenous anti- 
diuretic response. There is also a significant correla- 
tion between the degrees of impairment of renal 
concentrating ability and decreased creatinine clear- 
ance. This is believed to suggest that the glomerular 
filtration rate may be related to the concentrating 
defect. 

The severe impairment of renal concentrating 
ability noted during the operative procedure was 
found to be transient. In the postoperative period the 
urine osmolality was usually lower than that achieved 
preoperatively. This may be due to the administra- 
tion of large volumes of water without electrolyte 
and dilution of body fluids and to the decrease in 
concentrating ability associated with a low protein 
intake in patients whose food intake is inadequate 
or negligible. Changes in the concentrating ability 
were accompanied by parallel changes in the endog- 
enous creatinine clearance as shown in the patients 
studied. —W. Harrison Mehn, M.D. 


Postoperative Prophylactic Anticoagulants. D. G. 
CHALMERS, J. ARKS, J. E. BotromMLey, and O. 
Luioyp. Lancet, Lond., 1960, 2: 220. 


MASSIVE PULMONARY EMBOLISM is one of the commonest 
causes of death in the postoperative period despite 
the introduction of early ambulation and the use of 
anticoagulant therapy in patients in whom thrombo- 
embolic disease develops. 

The authors have reported upon an experience in 
the use of prophylactic anticoagulants in 1,877 ob- 
stetric and gynecologic patients seen at the United 
Cambridge Hospitals in London, England from June 
1953 to June 1958. These patients were compared 
with a similar group seen at the same institution be- 
tween the years 1947 and 1953. Practices varied little 
during these two periods with the exception of the 
introduction of prophylactic anticoagulants during 
the experimental period. 

The total incidence of thromboembolic disease fell 
from an average of 38 cases per year in the control 
period to 6 per year during the experimental period. 
The fatal pulmonary embolism rate per year fell from 
1.8 to 0.4 in these two periods. The greatest change 
was observed in the incidence of deep venous throm- 
bosis in which there was a decrease from 159 cases 
during the control period to 24 cases during the years 


that prophylactic anticoagulants were administered. 
At the same time that these cases were being studied 
on the obstetric and gynecologic service, the incidence 
of fatal pulmonary embolism on the general surgical 
and medical services actually increased slightly. 
—Harvey N. Lippman, M.D, 


WOUNDS AND THERMAL INJURIES 


Etiology of and Mortality from Burns at a General 
Hospital. LorEN C. WINTERSCHEID and K, Atyw 
MERENDINO. Am. 7. Surg., 1960, 100: 375, 


THE AUTHORS REVIEW the cases of 527 patients with 
burns admitted to the King County Hospital in 
Seattle, Washington from 1948 to 1955 inclusive, 
Children’s burns were found to be caused most fre- 
quently by spilled hot liquids, whereas adults were 
most frequently burned as a result of falling asleep 
while smoking in bed. Mortality statistics were pre- 
sented as one criterion of the effectiveness of the 
therapy used, which consisted of whole blood trans. 
fusion, prevention of infection, early grafting, and 
careful fluid and electrolyte therapy. When these 
statistics were corrected for age, they revealed results 
in terms of survival that were comparable with those 
of other institutions using modern methods of therapy. 
—C. Thomas Fitts, M.D. 


The Treatment of Burns (Unsere Erfahrungen in der 
Behandlung von Verbrennungen ). E. BuRKHARDT and 
V. BuRKHARDT. Zbl. Chir., Leipzig, 1960, 85: 1338. 


THIs REPORT summarizes observations on 154 burned 
patients who were hospitalized during the period 
1948 to 1954. Of the 154 burns, 84 occurred in pediatric 
patients, 39 of whom were less than 3 years old. Most 
of these infants had been scalded by hot liquids. In 
infants, burns involving 30 per cent of the body sur- 
face are extremely serious, and burns covering as 
much as 50 per cent of the body surface are nearly 
always fatal. In this as in other reported series, most 
of the deaths due to burns occurred in infants and in 
the aged. Eight of the 154 patients died. Four of the 8 
were less than 3 years old, and 3 were older than 60 
years. Infants are especially susceptible to shock. 
They should be hospitalized if 10 per cent or more of 
the body surface is burned. 

The first consideration in the care of burned pa- 
tients is the prevention or treatment of neurogenic 
shock. Then the effects of fluid loss must be anticipated 
or corrected by adequate infusions of blood and other 
fluids. Prophylactic broad spectrum antibiotics should 
probably be used in patients whose general resistance 
has been lowered. Cortisone should not be used 
routinely. It does not usually reduce reaction to the 
burn and it does increase the incidence of infection. 

The patients included in this report were all treated 
either with wet dressings or with salve dressings. 
Neither form of treatment gave fully satisfactory 
results, in that healing of the burns was delayed by 
complications in a third of all patients. Final cosmetic 
results depended more on the prevention of com- 
plications than on the method of therapy. The 
authors have, since the time of this report, used open 
air treatment for all patients burned on one surface of 


the trunk. —Elmer V. Dahl, M.D. 
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Ice Water as Primary Treatment of Burns. Atex. G. 

SuutaN. J. Am. M., Ass., 1960, 57: 1916. 

THE RELIEF OF PAIN resulting from the use of ice 
water in a personally sustained burn stimulated the 
author to use ice water as an emergency treatment for 
burns. One hundred and fifty patients between ages 
17 and 66 with burns of less than 20 per cent of the 
total body surface have been treated for burns in this 
manner. Most of the burns were thermic in type, but 
chemical and electrical burns have also been treated. 
The burned area is immediately immersed in a vessel 
of cold water to which ice cubes as well as hexa- 
chlorophene have been added. In areas where this is 
impractical, cold wet towels wrung out of a bucket of 
ice water are applied to the burned area. Pain is im- 
mediately relieved and remains so as long as the ap- 
plication is continued. The time required may be 
from 30 minutes to 5 hours. At the completion of 
treatment with ice water, the burn is managed by any 
of the conventional methods for the treatment of 
burns. In addition to the relief of pain, there is im- 
provement in the appearance of the burned tissues. 
No infections have been encountered in those pa- 
tients treated within 1 hour of injury. 

This method of treatment has been investigated 
experimentally and clinically by others with similar 
results, as described in the report. It is recommended 
as an easily and readily available emergency treat- 
ment for burns of this extent. 

—Donald C. Geist, M.D. 


Radiation in the “ea ers of Keloids and Hyper- 
trophic Scars. H. A. S. VAN DEN BreEnx and C. C. J. 
Minty. Brit. 7. Surg., 1960, 47: 595. 


THE AUTHORS summarize the etiology, pathogenesis, 
and therapy of keloids and hypertrophic scars and re- 
view their clinical material in the light of the summary. 

Females outnumber males almost 2 to 1; there 
were 100 females and 47 males. An anatomic dis- 
tribution of keloids after surgical incisions, accidental 
wounds, and burns indicates that about one-half, 38, 
will be on the extremities, 20 on the face and neck, 17 
on the chest, and 1 on the abdomen. Multiple lesions 
were present in 17 males and 25 females. The majority 
of these lesions followed burns. In 2 cases a familial 
tendency was obvious. Therapy was analyzed ac- 
cording to the timing of the irradiation. Primary 
irradiation of the keloid without preirradiation sur- 
gery was tried both as a single treatment and as a 
divided treatment. In the group treated with a single 
dose the dose varied from 400 to 1,000 r. Beneficial 
results increased with the higher dose. However, 
regression of the already developed keloids was in- 
frequent regardless of the number of treatments or the 
total dose. 

Postoperative irradiation was given in a third 
group. The dose varied from 500 to 1,000 r or more. 
Here again the proportion of good results increased 
as the dose increased. Cases are cited in which 
damage to growing bone followed irradiation of 
large burn scars over the joints in children. It is also 
pointed out that permanent skin damage increases 
with single doses of 1,000 r or greater. 

_ The authors do not believe fractionated irradiation 
is indicated, owing to the rapidity with which the 
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tissues regenerate. They conclude that irradiation 
within 48 hours of the excision of a keloid with single 
doses of less than 1,000 r is the treatment of choice. 
However this dose must be applied with caution since 
it can produce permanent growth disturbances. 

— William T. Moss, M.D. 


Gunshot Wounds of the Lower Extremity. J. V. 
Brown. West. 7. Surg., 1960, 68: 217. 


THE CURRENT POPULARITY of the western type tele- 
vision program has resulted in the formation of 
numerous gun clubs, the sole purpose of which is to 
foster in their members the ability to rapidly extricate 
a hand-gun from a hip holster and get off a single 
round in record time. Occasionally devotees of this 
art are too slow on the draw and too fast on the 
trigger, with the result that the weapon is fired while 
still holstered or at least approximately 90 degrees to 
the intended line of fire. 

Of a total of 72 gunshot wounds of the lower ex- 
tremities seen during the 3 year period from 1 July 
1956 to 1 July 1959, at the United States Naval 
Hospital in San Diego, California, 16 fit the pattern 
which the house staff labelled the “Dodge City” or 
‘*fast draw” syndrome. All were white males between 
the ages of 18 and 27. Eleven had been wounded with 
a .22 caliber gun, 4 with a .38 caliber, and 1 with a 
.45 caliber. All but 1 were active duty members of the 
armed forces and remained hospitalized until com- 
pletely recovered or sufficiently recovered to be placed 
on a light duty status. The average number of days of 
hospitalization for the .22 caliber group was 17.9; 
those wounded with a .38 caliber gun averaged 45.3 
days; and the single patient wounded with the .45 was 
hospitalized for 277 days. The entire group repre- 
sented 657 man days lost to the armed forces, at a 
minimal estimated cost to the taxpayer in excess of 
$10,000. Ten of the entrance wounds were in the 
lateral part of the thigh, 1 was in the lateral aspect of 
the popliteal fossa, 4 were in the posterolateral calf, 
and 1 in the dorsum of the right foot. In 4 of the 
wounds the missile had exited distally at the time of 
injury. In 10 of the remaining 12 cases it was re- 
moved at the time of initial treatment, and in 2 pa- 
tients the missile was left in situ without complica- 
tions. In all the cases, with the exception of the foot 
wound, trauma was limited to the soft tissues. 

The common method of treating these wounds was 
to debride the entrance, the tract, and the exit, if 
present, irrigate the wound copiously, and pack it 
open for secondary closure. In 1 case the missile tract 
was short and superficial and a complete en bloc 
excision of the tract with primary closure could be 
performed. A third method of dealing with these 
wounds was local excision of the entry and exit 
wounds, followed by catheter irrigation of the tract as 
deeply as possible with sterile saline. These wounds 
were then allowed to heal secondarily. The primary 
debridements were carried out in the emergency room 
of the hospital under local anesthesia. 

Complications were surprisingly infrequent, con- 
sidering the nature of the injuries. Four wounds be- 
came infected but all responded to incision and 
drainage, rest, elevation, moist heat, and local wound 
care. Antibiotics were routinely used. One patient 
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manifested a transient foot drop and the 1 patient 
with the .45 caliber wound had a prolonged disability 
with recurrent deep thrombophlebitis in the injured 
leg. No major vascular injuries occurred in this series. 
— Wayne F. Cameron, M.D. 


INFECTIONS AND ANTIBIOTICS 


Pyocyanosis in Thoracic Surgery (L’infection 4 pyo- 
cyanique en chirurgie thoracique). J. LeEMéNAGER, 
J. Bezarp, and J. M. LEcHARPENTIER. Sem, hép. Paris, 
1960, 36: 2043. 


Two CasEs are reported in which rapid success was 
obtained from the local instillation of polymyxin 
B in the treatment of tuberculous pyothorax with 
a pyocyanic superinfection. The usual circumstances 
of the appearance of the superinfection were present 
in these 2 cases. The effectiveness and lack of side 
effects of local administration of polymyxin B con- 
trasted in 1 of these cases with the inadequate and 
even noxious effect (renal toxicity) of 1 attempt of 
systemic administration. The method merits a place 
of choice on a par with the administration of “‘colimy- 
cin,” which is equally effective for this infection. 
— Jonas Brachfeld, M.D. 


Nonclostridial Gas Infections in Diabetes Mellitus. 
M. R. Wits and M. W. Regce. Brit. M. 7., 1960, 2: 
566. : 


THE AUTHORS DESCRIBE 4 fatal cases of nonclostridial 
gas infections seen in elderly diabetics of long standing 
with peripheral neuropathy and vascular disease. 
Rapidly spreading gas infections of the leg developed 
in all. The authors are of the opinion that the com- 
bination of vascular disease and neuropathy in severe 
diabetes can lower the patient’s resistance to infection 
so that organisms which normally possess little 
virulence can very rapidly invade the limb starting 
from a small local lesion such as an ulcer of the foot. 
They also postulate that increased glucose in the 
tissue may enhance gas production by organisms such 
as Escherichia coli. ‘These cases are of interest in that 
there was absence of pain and the diagnosis was not 
suspected until the infection was far advanced. Anti- 
biotics to which the organisms were shown subse- 
quently to be sensitive did not alter the course of the 
infection. Early differentiation from clostridial gas 
infection was difficult and therefore accounted for 
uncertainty regarding the best method of treatment. 
The authors advocate early diagnosis, surgery, and 
large doses of several antibiotics as being essential for 
success. —John J. Hudock, M.D. 


Observations on the Epidemiology of Staphylococcal 
Infections, KENNETH M. Scureck. Am. 7. Med. Sc., 
1960, 240: 171. 


THE AUTHOR DIscussEs the examination of hospital- 
acquired staphylococcal infections over a 4 year period 
for information relative to the epidemiology of such 
infections. This study of coagulase-positive staphy- 
lococcal infections was made by the Department of 
Microbiology at Temple University School of Medi- 
cine, Philadelphia, Pennsylvania and was independent 
of the function of the customary committee on in- 
fections. 


During the 4 years of the study, 1956 through 
1959, the single predominant strain in hospital 
acquired infections continued to be the 80/81 
staphylococcus. The total number of patients with 
acquired staphylococcal infections incident to hospi- 
talization was 1,060 which was an incidence of 1,1 
per cent. During the first 3 years of the study 57 
to 63 per cent of the total infections were caused by the 
80/81 staphylococcus, but in the fourth year only 
38 per cent were caused by 80/81. Major infections 
occurring postoperatively in clean surgical wounds 
showed a decrease of 80/81 infections in the fourth 
year. This tendency to disappearance of 80/81 type 
was a finding common to all categories of hospital- 
acquired infections. In addition the same decrease 
of 80/81 as a cause was noted in hospital personnel 
infections in the fourth year. It was noted that in each 
category of infection the decrease in 80/81 as a cause 
was offset by an increase of infections caused by other 
phage types. None of these other phage types occurred 
with great enough frequency to indicate that it was 
replacing 80/81, nor was any one of these considered to 
be a newcomer to the hospital environment. It was 
noted that there was a progressive increase each year 
in the number of patients admitted to the hospital 
for treatment of an already existing staphylococcal 
infection. 

Test tube antibiotic susceptibility tests were per- 
formed to determine if any change in antibiogram 
had occurred. It was noted that in 1959, 80/81 was 
still resistant to penicillin, streptomycin, tetracycline, 
and erythromycin. 

Air studies with a sieve analyzer have shown that 
the air of the institution was not heavily burdened 
with staphylococci. Blankets after routine laundry 
process are also found to be free of type 80/81 even 
after coming from the beds of patients with such an 
infection. A search for nasal carriers of type 80/81 in 
1956 revealed only 4 per cent of 640 persons to be 
such carriers. In 1959 100 personnel working in the 
surgical suite were again examined and none was 
found to be a carrier of the organism. The age dis- 
tribution of patients in whom infections developed 
incident to hospitalization was determined and it was 
noted that the peak distribution was in the decade 
from 51 to 60 years. Of the patients admitted to the 
hospital for therapy of an existing staphylococcal 
infection, 12 per cent were diabetics. 

An attempt was made to correlate the changes noted 
in 1959 with those in 1956 and to discover whether 
these changes were the result of control measures 
instituted in 1956. It was believed that the results 
might indicate that control measures were partially 
effective, but which, if any, is unknown. The decreased 
frequency of 80/81 strain in all categories of hospital- 
acquired infections was not entirely understood. In 
spite of the decrease the 80/81 type still remained the 
predominant single type of staphylococcus causing 
infection in the hospital. The changes noted in the 
antibiogram of the 80/81 type over a 3 year period 
were those which might have been anticipated. The 
author believed that his findings pointed to the 
remoteness of importance of the inanimate environ- 
ment of healthy nasal carriers as a source of the 
organism for the patient. He attached great sig- 





nificar 
with 1 
is bel: 
trans 
and 0 
than c 
to an} 
infecti 
sought 


The T 
Am} 
STE! 
and 


SINCE 
has ha 
of the 
tients 
amphi 
mont 
for pel 

The 
nated 
North 
asperg 
mycet 
lympk 
forear 

Eva 
temic 
cult b 
tients 
ician | 
form i 
obtair 
edge « 
the sy 
of pat 
follow 
prelin 

Fro 
repor 
be of 
eases. 
furthe 
effect 
mgm. 
The | 
sociat 
close 


Amp! 
L. 


THE 
poor, 
amp 
not ft 
proto 


nificance to the transmission by close personal contact 
with infected personnel and patients, however. It 
is believed that the type 80/81 was more easily 
transmitted in numbers sufficient to produce infection 
and once acquired by a patient will persist longer 
than other types of staphylococci. Evidence pointing 
to any particular peculiarity of the host leading to 
infection was not obtained in the areas where it was 
sought. —Donald M. Clough, M.D. 


The Treatment of Systemic Fungus Infections with 
Amphotericin B. Vicror D. Newcomer, Tuomas H. 
STERNBERG, Epwin T. Wricut, RONALD M. REISNER, 
and Others. Ann. N. York Acad. Sc., 1960, 89: 221. 


SINCE ITS INTRODUCTION 4 years ago amphotericin B 
has had a clinical trial in the treatment of virtually all 
of the systemic mycoses that affect man. Thirty pa- 
tients with various systemic mycoses were treated with 
amphotericin B in courses varying from 2 weeks to 5 
months in duration and the patients have been traced 
for periods up to 3 years. 

The group consisted of 18 patients with dissemi- 
nated coccidioidomycosis, 5 with cryptococcosis, 1 with 
North American blastomycosis, 2 with pulmonary 
aspergillosis, 2 with candidiasis, 1 with far-advanced 
mycetoma (Madura foot), and 1 with the localized 
lymphatic type of sporotrichosis involving the hand, 
forearm, and arm with multiple ulcerating lesions. 

Evaluation of a fungicide on the course of the sys- 
temic mycoses in man is admittedly extremely diffi- 
cult because of many factors: the small number of pa- 
tients available, the reluctance on the part of the clin- 
ician to withhold a potentially effective medication to 
form ideally matched control groups, the difficulty in 
obtaining unbiased observations, the lack of knowl- 
edge concerning many facets of the natural course of 
the systemic mycoses, and, finally, the inevitable loss 
of patients from prolonged follow-up since adequate 
follow-up periods must be measured in years before 
preliminary opinions can be substantiated. 

From the experience acquired as well as from that 
reported in the literature, amphotericin B appears to 
be of significant value in the treatment of these dis- 
eases. Its exact therapeutic status, however, awaits 
further detailed clinical experience. The drug is most 
effectively given intravenously in dosages of 0.7 to 1.4 
mgm./kgm. of body weight daily or on alternate days. 
The high incidence of acute and chronic toxicity as- 
sociated with the administration of the drug makes 
close medical supervision mandatory. 

— Stephen A. Kieman, M.D. 


Amphotericin B and Its Use in the Deep Mycoses. 
L. M. Fretp. Missouri Med., 1960, 57: 1135. 


THE TREATMENT of the deep mycoses, heretofore very 
poor, has been aided greatly by the isolation of 
amphotericin B. This antibiotic is fungistatic and 
not fungicidal. It has no effect on bacteria, rickettsia, 
protozoa, or viruses. The indication for using the 
drug is the absolute diagnosis of systematized mycoses. 
Cryptococcus neoformans, formerly Torula, is 
highly susceptible to the drug. The response of 
coccidioidomycosis varies. Histoplasma capsulatum, 
candidiasis, and disseminated sporotrichosis have been 
successfully treated with amphotericin B. The drug 
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has been successful in managing both North and South 
American blastomycosis. 

Oral administration is not recommended. It may 
be given intravenously dissolved in 5 per cent glucose 
in water in a dose of 0.1 mgm. per kgm. of body 
weight. The drug may be used intrathecally, as a 
local irrigation, and by intra-articular administration. 
A 1 per cent ointment serves for topical application. 
The antibiotic has been injected into the pleural 
cavity and has been given as aerosol inhalation 
therapy. Surgical care should be used as well if it is 
indicated. 

Complications have been frequent. Chills and 
fever, nausea, severe, cramping abdominal pain, and 
azotemia have been the common ones. 

Amphotericin B is the best agent for the treatment 
of systemic mycoses at the present time. 

—Donald C. Geist, M.D. 


Fungus Infection of the Urinary Tract. J. KENNETH 
Soxo.. Q. Bull. Northwest. Univ. M. School, 1960, 34: 
247. 


THE WIDESPREAD USE of broad spectrum antibiotics 
has led to an increased frequency of fungus infections, 
commonly in the anal area, vagina, mouth, and skin. 
The author has cared for 6 patients with fungus infec- 
tions of the urinary tract. All had been previously 
treated with antibiotics. Five of the patients were 
treated with amphotericin B and 4 were cured. One 
patient with a stone in the left kidney who was treated 
with amphotericin B had a recurrence of fungus in- 
fection. 

Amphotericin B is prepared from a species of Strep- 
tomyces and is administered parenterally in 5 per 
cent dextrose solution. It is given in doses of 0.25 
mgm./kgm. of body weight, increased gradually to 
0.5 to 1.0 mgm./kgm., and the largest possible dose 
failing to elicit toxic reactions should be given. The 
dose should not exceed 1.5 mgm./kgm. The main 
side effects are chills and fever, which are amenable 
to antipyretics or antihistaminics, and headache, 
nausea, and vomiting. The dose should be reduced 
when toxic manifestations appear. If prolonged am- 
photericin therapy is given, liver, kidney, and bone 
marrow function studies should be performed periodi- 
cally. The author believes that amphotericin B shows 
much promise as an antifungicide for urinary tract 
infections due to Candida albicans and other yeasts. 

— David Rosenbloom, M.D. 


Value of a Large Dose of Antitoxin in Clinical Teta- 
nus. ALEXANDER Brown, S. D. Mouamep, R. D. 
Montcomery, P. ARMITAGE, and D. R. LAURENCE. 
Lancet, Lond., 1960, 2: 227. 


THE QUESTION of whether or not antitoxin has any 
value in man if given subsequent to the development 
of tetanus is a question that has received no definite 
answer. Although physicians have long been com- 
pletely convinced of the efficacy of antitoxin in pre- 
venting tetanus, many are unimpressed by its ability 
to preserve life once symptoms of the disease have 
appeared. Although toxin already in the central 
nervous system cannot be neutralized there is also, 
for a time, toxin in the blood, lymph, and tissues 
which may be neutralized by antitoxin given promptly 
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and so prevented from reaching the central nervous 
system. The hope of achieving this result has rendered 
the use of antitoxin orthodox practice despite the 
lack of evidence that it is beneficial. 

With this problem before them the authors studied 
a group of patients in India and Africa with the idea 
of testing the value of antitoxin in the treatment of 
clinical tetanus. The authors found that the mortality 
rate was 49 per cent among patients receiving 200,000 
international units of antitoxin and 76 per cent among 
those not receiving antitoxin. After correction for a 
chance allocation which favored the group receiving 
antitoxin, there was still a substantially lower mor- 
tality among patients in this group. A conclusion is 
drawn that tetanus antitoxin is a valuable remedy in 
clinical tetanus. —Gordon F. Madding, M.D. 


ANTISEPTIC AND ASEPTIC PROCEDURES 


A Contact Plate Technique for Determining Bacterial 
Contamination of Fabrics. SypNey D. Russo and 
SHIRLEY Drxson. Lancet, Lond., 1960, 2: 394. 


THE AUTHORS DESCRIBE a technique for determining 
the degree of bacterial contamination of hospital 
textiles. The fabric to be tested is stretched over an 
aluminum disc 8.5 cm. in diameter. By means of an 
attached handle, the fabric covered disc is brought 
into firm contact with an agar medium dispensed in 
a 9 cm. petri dish. A triple contact plate is prepared 
by making three contacts at different sites on the 
textile without changing the plate. The plates are 
incubated. 

Triple contact plate bacterial counts compared 
favorably with the previously used sweep-plate tech- 
nique and the percussion plate technique. The present 
method is simpler in execution than the others and 
is more easily adapted to a wide range of fabric types. 

—Lockert B. Mason, M.D. 


Vehicles of Transmission of Airborne Bacteria in Hos- 
pital Wards, Sypney D. Russo, T. A. PREssLEy, 
Bryan C. STRATFORD, and SHIRLEY Drxson. Lancet, 
Lond., 1960, 2: 397. 


BACTERIA couNTs and fiber counts were made in 
hospital wards by the use of settle plates mounted at 
different heights from the floor. The measurable fiber 
count fell dramatically with increasing height above 
the floor, whereas the bacterial counts remained 
constant. It was evident that visible fibers contributed 
little to the bacterial count of ward air and that the 
degree of air contamination bore no relation to the 
degree of air pollution of detectable fibers. 

It is postulated that airborne transmission of organ- 
isms takes place through the movement of free 
organisms or of organisms attached to microscopic 
fibers, probably consisting of cellulose. 

—Lockert B. Mason, M.D. 
HYPOTHERMIA 


Safe Hypothermia. Wittarp J. Zinn and Ernest H, 
Warnock. 7. Am. M. Ass., 1960, 174: 284. 


Tue First 100 PATIENTs who have undergone open 
heart surgery with hypothermia induced by external 
bath at the Hospital of the Good Samaritan in Los 
Angeles, California from 1955 to 1959 are reviewed. 


A tub bath of finely crushed ice was used to induce 
hypothermia. The patient was moved to the oper. 
ating table from the ice after a rectal temperature 
of 31 to 33 degrees C. had been obtained. By the 
time circulatory occlusion was needed the temperature 
had drifted to between 25.9 and 31.5 degrees C, 
Carbon dioxide was permitted to build up to con. 
centrations of 3 to 5 per cent by removal of the CO, 
absorber from the anesthesia circuit. Circulatory 
occlusion was maintained for as long as 15 minutes, 
Ventricular fibrillation occurred 12 times in hyper. 
ventilated patients whose temperatures were above 82 
degrees C. With a temperature below 28 degrees C., 
however, and with CO, buildup no fibrillation oc- 
curred. Heart failure occurred in 3 of 65 patients who 
were digitalized and in 24 of 35 patients who were 
not. Slow rewarming of from 5 to 8 hours was utilized, 
—Allan D. Callow, M.D. 


Deep Hypothermia with Total Circulatory Arrest, 
M. Wess, A. PrwnicA, C. Lenrant, L. SprRovieri, 


and oTHers. Jr. Am. Soc. Artificial Int. Org., 1960, 6: 
227. 


DirRECT VISION CARDIAC SURGERY has been performed 
during circulatory arrest under the protection of 
moderate surface hypothermia or during cardiopul- 
monary bypass with a pump oxygenator. The authors 
have attempted to put together these techniques and 
thus combine the advantages of both. Under the 
protection of bypass, hypothermia could easily be 
deepened. Deep hypothermia was rapidly induced 
and reversed with a blood heat exchanger. Total 
circulatory arrest was maintained for periods up to 
45 minutes. The authors describe a heat exchanger 
with a large heat transfer capacity and a small blood 
capacity which can be easily cleaned and heat steri- 
lized. 

During the perfusion, when the temperature was 
lowered, flows were adjusted to maintain arterial 
pressure between 70 and 85 mm. Hg. Cooling was 
continued in most cases until esophageal temperature 
was under 10 degrees C. Rewarming was begun at 
the end of repair and was continued in most cases 
until the esophageal temperature was over 34 degrees 
C. The heart usually fibrillated at between 28 and 
23 degrees C. during cooling and went into total 
standstill at around 12 degrees C. It resumed activity 
in the first minutes of rewarming and was easily 
defibrillated at around 32 degrees C. with electric 
shock. Defibrillation occurred spontaneously in 19 
of 47 patients treated in this manner, such spontaneous 
reversion occurring much more frequently in young 
patients than in adults. Extracorporeal lines and 
filters remained constantly free of bubbles, and no 
experimental or clinical patient showed evidence of 
nervous system damage. In 13 clinical cases, there 
were short periods of recirculation with cold oxygen- 
ated blood at 15 to 25 minute intervals, cutting the 
period of circulatory arrest when it was expected to 
last more than 45 minutes. The flow in these recircu- 
lations was adjusted to give an arterial pressure of 
40 to 50 mm. Hg and they were terminated usually 
in 4 minutes when the mixed ~enous blood temperature 
fell below 13 degrees C. or the venous oximetry reading 
rose above 75 per cent. 
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The venous oxymetry reading was found to be 
very low at the end of arrest, but came up as soon 
as pumping was resumed. Free hemoglobin was 
low in the plasma at the end of perfusion, probably 
because of the absence of cardiac suction. A moderate 
degree of fixed acidosis was found at the end of 
perfusion, usually compensated by slight hypocapnea. 
There were 8 deaths among the first 35 patients 
managed by this technique; however the authors state 
that these patients were selected because they were 
deemed to be very poor operative risks, perhaps in- 
operable under normothermic conditions. 

— Stuart L. Scheiner, M.D. 


Renal Hypothermia. W. K. Kerr, V. N. Kytg, A. G. 
Kerestect, and C. A. Smytue. 7. Urol., Balt., 1960, 
84: 236. 


THE VALUE of generalized hypothermia is well es- 
tablished for conservation of the heart, brain, spinal 
cord, kidney, and extremities during conditions of 
ischemia. A consideration of the experimental work 
and clinical experiences of other investigators led 
the authors to utilize local renal hypothermia. It 
has been demonstrated that uninephrectomized dogs 
survived several hours of complete renal pedicle 
occlusion at low local temperatures, 0 to 5 degrees C. 
None survived under normothermic conditions. 

The authors experimented with mongrel dogs in 
a study of local cooling technique. They concluded 
that the application of 2 polyethylene bags containing 
5 per cent saline slush at minus 1.0 degree C. around 
the mobilized kidney was most efficient. Temperature 
recordings by needle probe connected with an electric 
universal thermometer and placed at the core level 
gave the most reliable criteria for assessing the progress 
of hypothermia. The rate of cooling was inversely 
proportional to the size of the kidney. 

Since December 1956 renal hypothermia has been 
used at the Toronto General Hospital, Toronto, 
Ontario, Canada, in 15 patients undergoing operations 
for which control of renal blood supply was indicated. 
Chilled saline solution contained in polyethylene bags 
provided the cooling method. Postoperative assessment 
of renal damage due to ischemia was attempted in 
most patients, but quantitative renal function tests 
are usually applicable only in patients with a solitary 
kidney. In the group of 4 such patients all demonstrated 
at least some temporary impairment of renal function. 
As an example, 1 such patient with a 30 minute 
period of occlusion had a temporary decrease in 
phenolsulfonphthalein excretion from a 75 per cent 
1 hour level preoperatively to 30 per cent on the 
fourth day, 45 per cent on the eighth day, and 65 
per cent on the thirteenth day. Nineteen months later 
the level rose to 80 per cent. There was a transient 
slight elevation of nonprotein nitrogen for 10 days 
postoperatively. 

In 2 patients with a solitary kidney occluded without 
hypothermia there was considerable damage with 
elevation of blood urea nitrogen to double the usual 
level and reduction of phenolsulfonphthalein excretion 
to one-half after only 16 minutes. 

Experiences with local hypothermia applied in 
11 patients with both kidneys have been uniformly 
satisfactory. 
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More observations with quantitative renal function 
tests on patients with solitary kidneys are required 
to establish the periods of occlusion for which hypo- 
thermia should be applied and the optimal degree 
of cooling. At present, it is recommended that local 
renal hypothermia be employed in operations requir- 
ing artery occlusion longer than 15 minutes, aiming 
for a temperature in the center of the kidney of 25 
to 30 degrees C. to be arrived at in 5 to 10 minutes. 

—Allan K. Swersie, M.D. 


EXTRACORPOREAL CIRCULATION 


Modification of Lung Compliance During Perfusion 
with Pump Oxygenator. G. N. Guastavino, J. A. 
Wixinski, R. H. ANpres, C. A. Donabe!, and J. E. 
QuinTERNO. Dis, Chest, 1960, 38: 170. 


THE PULMONARY COMPLICATIONS after open heart 
surgery with the extracorporeal circulation technique 
have been difficult to explain. In this study the 
authors evaluated lung compliance changes in dogs 
before, during, and after perfusion. They were able to 
show a definite decrease in pulmonary compliance 
during perfusion and in many instances after the pro- 
cedure. Their studies certainly do not give an ex- 
planation for this phenomenon, but this decrease was 
present in all the animals studied. The explanations 
presented are suppositions, but in general the de- 
crease is thought to be due to vascular engorgement 
from bronchial flow and secondly from pulmonary 
tissue anoxia because of the almost absent pulmonary 
flow during perfusion. The use of a vent for decom- 
pression of the left auricle seemed to improve the 
compliance, but not in a completely satisfactory 
manner. 

The increase in elastic work of the lung (decreased 
compliance) is very significant and seems to be one of 
the most troublesome and serious problems in the pa- 
tient after perfusion. © —Richard E. Gardner, M.D. 


Profound Hypothermia Combined with Extracor- 
poreal Circulation for Open Heart Surgery. WILL 
C. SEALY, W. GLENN Younc, JR., [VAN W. BRown, JR., 
Wirt W. Smiru, and ALAN M. Lesace. Surgery, 1960, 
48: 432. 


THE ADDITION of profound hypothermic techniques 
to extracorporeal circulation stemmed from efforts to 
make low-flow pumping safer for longer operations. 

The heat exchanger is on the arterial side of the 
pump. Partial bypass supplies 15 to 50 c.c. per kgm. 
per minute during cooling and warming, and the 
same flows are adequate for complete bypass during 
the cooled phase when the heart action is ineffective 
or when the cavae are occluded. 

Observations in dogs indicated that cooling per se 
is not damaging to the heart, but that prolonged 
arrest, beyond 1 hour, leads to anoxic damage be- 
cause metabolism continues at 10 to 20 per cent of 
normal at 10 to 20 degrees C. The use of prostigmine 
to cause arrest increases the damage. Quinidine pre- 
vents ventricular fibrillation during cooling and during 
warming after periods of arrest of 1 hour or less, but 
its use is unnecessary if thoracotomy is part of the pro- 
cedure, because when the chest is open fibrillation is 
easily stopped by electric shock. 
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In 33 patients during operations for correction of 
various intracardiac lesions, the following considera- 
tions obtained; the depth of hypothermia should be a 
factor of the need for time and exposure within the 
heart. For operations requiring more than 20 minutes 
the temperature should be below 20 degrees C. At 
that level or as the temperature falls toward 10 de- 
grees C., the electroencephalogram may become 
silent, the oxygen requirement falls to 20 per cent or 
less, and the heart will stop or fibrillate, requiring 
almost no oxygen. Operations in the quieted heart 
are easier. Low flows become possible, and damage to 
the blood by suction of coronary flow is less. The 
rate of flow is, in part, gauged by the arteriovenous 
oxygen difference. A level of 6 per cent or less proba- 
bly is safe in all tissues. 

Selective hypothermia for the heart alone allows 
cardioplegia with relative safety but does not pro- 
tect other organs during circulatory bypass or low 
rates of flow. 

The mortality rate of 30 per cent in the 33 patients 
with cardiac operations reflects their disease, not the 
result of perfusion or hypothermia. The results of pro- 
found hypothermia during neurosurgical operations 
are not cited. —Leonard D. Rosenman, M.D. 


Fibrinolysin Disaster in the Course of Treatment of 
Fallot’s Tetralogy by Surgical Intervention with 
Extracorporeal Circulation (Fibrinolyse cataclys- 
mique au cours d’un traitement chirurgical d’une 
tétralogie de Fallot en circulation extra-corporelle). 
G. Marcuat, M. Samama, J. Miraser, and J. 
VayssE. Sem. hép. Paris, 1960, 36: 1994. 


THE AUTHORS REPORT encouraging results in vitro 
with an antifibrinolytic agent. This is a study of the 
treatment of Fallot’s tetralogy. Those who advocate 
correction by the open heart method have considered 
the various errors of anastomoses. 

The authors have studied the use of fibrinolysin 
during operations on the heart and vessels. Their 
observations make them regret the insufficient doses 
of the antifibrinolytic agent available for their use. 
A dose 5 times as great as that usually used would 
be of far greater help. 

The cause of cardiac arrest is discussed. The most 
probable cause isextreme anoxemia of the myocardium, 
as has been advanced by Dubourg, Fontan, and Chas- 
saigne. The authors believe that the cause of cardiac 
arrest is much more complex than mere anoxemia 
of the myocardium. They believe that an antifibrino- 
lytic agent in larger doses would prevent the accident 
of cardiac arrest during these operations. 

— Miriam Miller, M.D. 


A New Apparatus for Extracorporeal Dialysis (Pre- 
sentazione di un nuovo apparecchio per la dialisi ex- 
tracorporea). E. Pisant and M. DELLA Grazia. Arch. 
ital. urol., 1960, 33: 20. 


THE AUTHORS DESCRIBE a new model of artificial 
kidney developed at the Department of Urology of 
the University of Milan Medical School, Milan, Italy. 
The dialyzing apparatus consists of a cellophane 
tubing 2.5 meters in length coiled around a stainless 
steel cylinder and fixed to it by means of a stainless 
steel mesh cage. The cylinder, 45 by 7 cm., has a 


series of longitudinal openings to permit a free circula- 
tion of the fluid around the cellophane tubing. The 
unit is enclosed in an outer plastic cylinder, 57 by 
28 cm., in which the dialyzing fluid is circulated, 
The maximum capacity of the outer cylinder is 
approximatively 30 liters. In order to increase the 
contact between the blood and dialyzing fluid, the 
stainless steel cylinder-cellophane tubing unit rotates 
at the speed of 2 r.p.m. 

The dialyzing fluid is contained in a 180 liter tank 
from which it reaches the unit by gravity. The prim. 
ing volume of the apparatus is 60 to 70 ml. of blood. 
The assembling time is 20 minutes. The unit is supplied 
with two extra stainless steel cylinders and two cages. 

The apparatus has been tested in 5 experimental 
runs. Each run lasted 4 hours. Heparinized calf blood 
with a known amount of urea and potassium added 
was used. The dialyzing fluid was prepared according 
to the Merril formula. The following results were 
obtained: The extraction index after 10 minutes was 
35.6 per cent; after 2 hours, 30.0 per cent; and after 
4 hours, 26.0 per cent. The dialysis index was 49.6 per 
cent. — Maria Serratto, M.D. 


Studies with a Cellulose Membrane Oxygenator, 
ConsTANTE N. FirmeE, RoLtanp ANTHONE, SIDNEY 
ANTHONE, and ARTHUR E. MAcNEILL. 7. Thorac, 
Cardiovasc. Surg., 1960, 40: 253. 


A PARALLEL PLANE STRAIGHT TUBE HEMODIALYZER 
was designed to permit both oxygenation and carbon 
dioxide exchange. The blood pathway could hold a 
total of 280 c.c. of blood per 3 square meter area. 
The dialyzing bath was equilibrated with an oxygen- 
carbon dioxide mixture by agitation. An average 
of 5.4 c.c. of oxygen was transferable from the oxygen 
saturated dialyzing bath to blood per square meter 
of cellulose surface per minute. In addition, this 
dialyzer maintained normal blood chemistry levels and 
normal CO, and px levels, all of which provided 
additional protection against tissue hypoxia and in- 
complete oxygenation. 
— Benjamin G. P. Shafiroff, M.D. 


ANESTHESIA 


Serial Cardiac Output Estimations During An- 
esthesia with the Evans Blue Dye Dilution 
Technique. Benct Lér, I. R. VERNER, and J. P. 
Payne. Acta anaesth. scand., 1960, 4: 91. 


THE RECENT INTRODUCTION of halothane, a new in- 
halation anesthetic, has emphasized the lack of 
knowledge about the influence of anesthesia on cardiac 
output. The investigation was planned to as:,.3 the 
suitability of Evans blue dye dilution technique for 
serial cardiac output studies and to evaluate the ac- 
tion of thiopental sodium administered intravenously 
on the output of the heart. 

The limitations of Evans blue dye as the indicator 
in dye dilution studies of cardiac output were dis- 
cussed. In practice, serial output determinations were 
restricted to 4 in the authors’ studies. 

Determinations on cardiac output were made in 21 
healthy adults prepared for elective operations. All 
estimations were carried out with the patients supine 
except in 1 instance when the patient was in the 
lithotomy position. The subjects were divided into 
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oups. In the first, 12 patients were investigated 
during halothane anesthesia. The second group re- 
ceived thiopental sodium, nitrous oxide-oxygen, and 
suxamethonium. After the resting output had been 
established in the conscious patient breathing oxygen, 
anesthesia was induced and a second dye curve ob- 
tained within 5 to 10 minutes of the induction. The 
third output curve was obtained approximately 30 to 
35 minutes after the second and the fourth was per- 
formed approximately 30 minutes later, or immedi- 
ately after anesthesia had been discontinued but be- 
fore consciousness had returned. 

Low cardiac outputs were raised after induction of 
anesthesia with halothane and high outputs were 
lowered. During the first hour of anesthesia with this 
drug there was a tendency for the outputs to be 
raised. This finding was considered to be further 
evidence in support of the view that the heart is 
capable of compensating for any reduction in pe- 
ripheral resistance during clinical anesthesia with 
halothane for short surgical procedures. However, if 
the administration of the anesthetic was prolonged, 
there was some evidence to suggest that the outputs 
gradually fell. After induction with thiopental sodium 
the same trend was evident as after induction with 
halothane but when anesthesia was continued with 
nitrous oxide-oxygen there was a gradual drift down- 
ward of the cardiac output. 

The failure to show any direct relationship between 
the volume of cardiac output and the blood pressure 
and pulse rate was in agreement with earlier reports. 

— Mary Frances Poe, M.D. 


Rectal Pentothal in Pediatric Anesthesia. FRANCIS 
Benson and APOLLON SAARNE. Acta anaesth. scand., 
1960, 4: 51. 


BASAL ANESTHESIA, defined as a state of unconscious- 
ness with relative insensibility, is considered a satis- 
factory method of avoiding physical and psychic 
trauma in pediatric anesthesia. This investigation 
was designed to study rectal basal anesthesia with 
pentothal in children, using different dosages and 
different premedication agents. The study was based 
on observations in 550 patients, each undergoing a 
single nonemergency operation of a character common 
in pediatric surgery. All were in good general con- 
dition and free of anorectal disorders. 

The patients were divided into 8 groups, including 
2 control groups of 50 patients each. All patients 
given pentothal were given atropine or scopolamine 
as premedication. Atropine premedication was used 
in one of the control groups and morphine plus 
scopolamine or atropine in the other. A 10 per cent 
solution of pentothal in saline was employed. The 
basal anesthesia obtained was classified as follows: (1) 
good if the patient was asleep and did not respond to 
stimuli other than pain, nor respond to the start of 
inhalation anesthesia; (2) fair if the patient was asleep 
but did respond to stimuli other than pain, if he was 
lethargic or relaxed and unafraid, and if induction 
was easily accomplished; (3) failure if sedation was 
inadequate and the patient afraid, or if the patient 
was overactive and excited when inhalation anesthesia 
Was started. It is interesting to note that 50 per cent of 
the children with fair results had no recollections of 
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anesthesia procedures. Moreover, the majority of 
memories were not unpleasant. In all cases inhalation 
anesthesia was started with an open-drop technique, 
using divinyl ether followed by diethyl ether. 

Satisfactory results were obtained with a pentothal 
dosage of 40 mgm./kgm. of body weight; 30 mgm./ 
kgm. gave good results when the premedication was 
scopolamine. When atropine premedication was used, 
basal anesthesia was obtained in 53 per cent and a 
state of basal hypnosis in 44 per cent. A dose of 20 
mgm./kgm. was inadequate. It is best to perform all 
procedures in a quiet room. Electroencephalographic 
studies in 6 cases showed that the absorption rate of 
penthothal from the rectum is very rapid and that a 
cautious handling of the patient and a quiet environ- 
ment are necessary to obtain a good result. Exact 
timing is important. When induction starts between 
20 and 30 minutes after pentothal administration, 
laryngeal stridor or laryngospasm does not occur. 
The explanation of the high frequency of laryngeal 
stridor and laryngospasm in two of the groups was 
that inhalation anesthesia started either too early or 
too late. The length of the postoperative recovery 
period is influenced by three factors: (1) the pentothal 
dosage; (2) the premedicating drug used; scopolamine 
prolonged the recovery period while atropine did not; 
and (3) the person managing the anesthesia. 

The use of rectal pentothal for basal anesthesia is 
safe for good risk patients and has an antisialogogic, 
antiemetic, and amnestic effect. 

— Mary Frances Poe, M.D. 


Effect of Lidocaine Administered Intravenously 
During Ether Anesthesia. Kart L. Sriesecker, 
James R. Kivmey, Betty J. BamMrortu, and Joun E. 
Stemnuaus. Acta anaesth. scand., 1960, 4: 97. 


RECENT sTuptIEs have resulted in the suggestion that 
the use of lidocaine intravenously as a supplement to 
nitrous oxide-thiobarbiturate anesthesia is of particu- 
lar value in the depression of pharyngeal and laryngeal 
reflexes without obvious respiratory depression. It was 
also suggested that the explanation of this decreased 
reflex activity was depression of the lower part of the 
brain stem. It was hoped that the specific pharyngeal 
and laryngeal reflex depression would be of benefit in 
reducing the response to the irritating effect of ether 
on the respiratory mucosa. Therefore, lidocaine was 
administered intravenously to several patients in 
whom troublesome respiratory patterns such as 
coughing or “bucking” occurred during ether anes- 
thesia. Apparent improvement in respiratory pattern 
was observed. 

The present study was initiated in an effort to 
measure more specifically the effect of lidocaine ad- 
ministered intravenously during ether anesthesia. 
The drug was given 27 times to 20 different patients 
anesthetized with diethyl ether, after the level of anes- 
thesia had become constant, usually in plane 2 to 3 of 
stage 3. The electrocardiogram (lead II), the electro- 
encephalogram as a guide to the depth of anesthesia, 
and the respiratory rate and volume were monitored 
throughout the test period. The liocaine dosage 
averaged 2.3 mgm./kgm. of body weight. This injec- 
tion produced a decrease in effective alveolar ventila- 
tion during 21 to 27 tests. Apnea resulted on 8 
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occasions. In the other 19 observations, the lidocaine 
administration produced a reduction of mean alveolar 
ventilation from 136 per cent to 70 per cent of the 
calculated requirements. This decrease in ventilation 
is primarily the result of a decrease in tidal volume 
due to further respiratory depression. 

It would therefore appear that the proposed use of 
lidocaine to improve the respiratory pattern during 
either anesthesia is not supported. Furthermore, if 
this decreased alveolar ventilation were allowed to 
persist, it is likely that distressing diaphragmatic 
activity, tracheal tug, and other signs of respiratory 
acidosis would soon appear. 


— Mary Frances Poe, M.D. 


Cyclopropane Anesthesia—III, Effects of Cyclopro- 
pane on Respiration and Circulation in Normal 
Man. R. E. Jones, N. Gutpmann, H. W. Linpe, 
R. D. Driers, and H. L. Price. Anesthesiology, 1960, 21: 
380. 


TuIs ARTICLE reports the results of a study of the 
cardiorespiratory responses of patients who received 
only cyclopropane and oxygen for anesthesia. The 
alveolar cyclopropane concentration was limited to 
25 volumes per cent in order to avoid respiratory 
acidosis and positive pressure respiration. 
Twenty-three adult patients undergoing short sur- 
gical procedures were studied. All were normal except 


for the minor lesion to be treated and their ages 
ranged from 22 to 58 years. 

Measurements of blood gases were made only after 
a minimum period of 20 minutes of denitrogenation. 
Arterial blood pressures were measured from a fem- 
orai arterial needle, right atrial pressure by an in- 
dwelling cardiac catheter, and rectal temperature by 
a telethermometer. Blood gases were measured with 
standard techniques and cardiac output was measured 
by the Stewart-Hamilton indicator dilution tech. 
nique. The studies were carried out in an air-condi- 
tioned room with the temperature maintained at 24 
degrees C. and the relative humidity at 55 per cent. 

When premedication was omitted the anesthesia 
was accompanied by reduced alveolar ventilation 
secondary to intercostal muscle depression. The respir- 
atory rate increased, but the oxygen consumption and 
cardiac rate were unchanged. There was a significant 
elevation of the cardiac output, arterial pressure, and 
right atrial pressure. There was no alteration of the 
circulatory response when atropine sulfate, 0.4 to 0.6 
mgm. intramuscularly, was given prior to induction 
of anesthesia. Morphine sulfate, 6.0 to 10.0 mgm. 
intramuscularly, when given an hour before anesthesia 
was induced, resulted in a decrease in the cardiac 
output. Morphine also prevented the increase in 
respiratory rate and reduced alveolar ventilation. 

— John H. Davis, M.D. 
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DIAGNOSTIC ROENTGENOLOGY 


Coronary Arteriography. Kincstey LAwRancE. Tho- 
rax, Lond., 1960, 15: 93. 


CoRONARY ARTERIOGRAPHY can be accomplished by 
retrograde arteriography, introducing the catheter 
into the radial or ulnar artery near its origin from the 
brachial artery, and under fluoroscopy, directing the 
catheter tip to just above the aortic valve. In a series 
of 60 aortograms carried out in 55 patients, the results 
have been studied from the standpoint of the coronary 
arteries. The examinations were conducted primarily 
for demonstration of the sinus of Valsalva or coronary 
arteries in only 10 instances. The indications in the 
other 45 cases were varied. In 7 instances, 11.7 per 
cent, there was no visualization of the coronary arteries. 
A technical fault in the position of the catheter was 
considered to account for 3 of the failures. The catheter 
position and diagnosis militated against filling in 3, 
and in 1 the lesion alone was thought to explain the 
failure. In 18, 29.9 per cent, filling was poor. Catheter 
position alone, the diagnosis and the catheter position, 
and the diagnosis alone were believed to be responsible. 
In the remaining aortograms, good filling was ob- 
tained. 

One patient died as the result of retrograde aortog- 
raphy. The coronary vessels in this patient demon- 
strated arteriosclerotic changes. In 3 patients, the 
electrocardiogram showed short periods of asystole 
starting with the injection of the dye, but normal 
rhythm returned spontaneously in each case. No 
other complications were encountered. 

In all instances of unsatisfactory visualization of 
coronary arteries attributable in whole or part to the 
pathologic lesion there was a left to right shunt, an 
aortic aneurysm, or insufficiency of the aortic valve. 
In the course of diagnostic investigation of coronary 
artery lesions per se, the only left to right shunt likely 
to be encountered is one involving the vessels them- 
selves, either as a fistula between an artery and the 
right side of the heart or as a ruptured sinus of Val- 
salva. Because of this it is reasonable to deduce that 
under the conditions which would prevail in applying 
the technique to the investigation of coronary artery 
disease the nonfilling and poor filling rates would be 
reduced. If gross misplacement of the catheter tip 
is avoided, further improvement can be expected. 

—Lois Cowan Collins, M.D. 


The Angiocardiographic Diagnosis of Ventricular 
Septal Defect. A. CasTELLANos, Otro GarciA, 
ELoina GONZALEZ, RAuL PEreErraAs, and H. Mercapo. 
Am. 7. Roentg., 1960, 84: 424. 


THE auTHoRs previously reported their technique 
for directly demonstrating interventricular septal 
defects. They re-emphasize the fact that the left an- 
terior oblique projection is best suited to directly 
demonstrate the jet of blood spurting from the left 
ventricle through the defect. Intravenous injections 
are suitable if high concentrations of radiopaque 


material are used in sufficient quantities and are 
injected very rapidly. The authors emphasize that 
with the current techniques of catheterization it is 
possible to directly and selectively inject the cardiac 
chambers and that this technique is far superior be- 
cause of the greater contrast. Extremely rapid film 
techniques are necessary, and cinefluorography is the 
ultimate in this. The article contains many excellent 
reproductions of the roentgenograms secured by the 
authors. —Frank R. Hendrickson, M.D. 


Complications of Selective eg ey & THEO- 
porE F. HirsisH and Jean R. L. Herpt. Radiology, 
1960, 75: 197. 


THE COMPLICATIONS resulting from performance of 
250 selective angiocardiographic studies made via 
intravascular or intracardiac catheter with the use of 
a power injector are reported. 

Death occurred in only 1 patient, a 4.5 year old 
male with complete transposition of the great vessels, 
who died 8 hours after the procedure. The direct 
cause of death was not discovered. 

Abnormal cardiac rhythms occurred in the major- 
ity of patients. In this series ventricular fibrillation 
developed in 1 patient, requiring immediate emergency 
thoracotomy and defibrillation as a life-saving meas- 
ure. Pulmonary infarction occurred in 2 patients. In 
1 patient cardiac arrest developed after nausea and 
vomiting; the patient responded to suction and arti- 
ficial respiration. Perforation of the heart and injec- 
tion of contrast material into the pericardium and 
tamponade occurred in 1 patient. Prompt surgical 
intervention resulted in recovery. A right hemiparesis 
developed in 1 patient with severe cyanosis due to 
tetralogy of Fallot, presumably due to cerebral artery 
thrombosis. Five patients had allergic manifestations, 
all relatively minor sensitivity reactions. 

The most common complication was extravasation 
into the myocardium which occurred in 6 per cent 
of the cases. In 5 patients, venous and lymphatic 
drainage from the myocardium was observed but 
in the others the extravasation was so small that the 
dispersal could not be identified. No abnormality 
other than transitory arrhythmia was recorded in 
these instances. 

In an attempt to prevent these complications, it 
is recommended that angiography be avoided in 
patients with unusual irritability of the myocardium. 
The heart should be continuously monitored by 
electrocardiography during cardiac catheterization 
and injection. The position of the catheters should 
be determined by scout films in two planes at right 
angles to each other immediately prior to injection 
in order to avoid injection into coronary sinus or 
cardiac veins. Administration of oxygen is recom- 
mended before, during, and after injection in cya- 
notic patients. 

Specific contraindications to selective angiocardi- 
ography are (1) recent coronary occlusion within 6 
weeks or less, (2) subacute bacterial endocarditis, 
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and (3) digitalis toxicity. The use of concentrated 
contrast material such as 70 per cent urokon or car- 
diografin is considered hazardous in patients with 
severe nephritis or liver damage. 

—Lois Cowan Collins, M.D. 


Total Anomalous Pulmonary Venous Return Below 
the Diaphragm. G. B. C. Harris, E. B. D. Nev- 
HAUSER, and ANDRES GIEDION. Am. 7. Roentg., 1960, 
84: 436. 


THE AUTHORS report their experience with 7 infants 
with total anomalous pulmonary venous return below 
the diaphragm seen in Children’s Medical Center 
in Boston, Massachusetts. Four of these patients had 
previously been reported and this article reports the 
additional 3. The roentgenographic appearance of 
anomalous pulmonary venous return above the 
diaphagram into a persistent left superior vena cava 
has been well described previously and referred to 
as the “‘figure of 8,” “‘cottage loaf,” or ‘‘ mediastinal 
mustache” sign. The appearance of anomalous return 
below the diaphragm is less well recognized and in 
each of the cases discussed the diagnosis was made 
on the bases of a combination of the clinical and 
roentgenographic features. 

The patients are usually male, are seen in the 
neonatal period, and have cyanosis and rapid res- 
piration. The liver may be enlarged, however, and 
the clinical examination of the heart is usually normal, 
the only exception being electrocardiographic changes 
suggesting right ventricular hypertrophy. Roentgen- 
ographic examinations usually show a heart within 
normal limits but with considerable pulmonary 
vascular congestion, engorgement, and edema. This 
association of a normal sized heart in cyanotic patients 
with clinical and roentgenographic evidence of 
congestive heart failure is the chief clue to the diagno- 
sis. It is emphasized that, although little can be done 
for these children at the present time, the rapid 
advancement in correction of congenital defects may 
make the diagnosis of this defect of great clinical 
value. —Frank R. Hendrickson, M.D. 


The Diagnostic Value of Pulmonary Angiography in 
Congenital Absence of the Lung (Importancia da 
angiopneumografia no diagnéstico das auséncias con- 
génitas do pulmo). Vicror SA Vierra. Gaz. méd. 
port., 1960, 13: 358. 


THE AUTHOR REPORTS a case of absence of the left 
lung in which the diagnosis was made by pulmonary 
angiography. 

The patient reported is a 19 year old female with 
a history of mild exertional dyspnea and frequent 
upper respiratory infections since the age of 8. Physi- 
cal examination revealed normal findings. Chest 
roentgenogram showed a mild scoliosis, an increased 
opacity in the lower two-thirds of the left lung, and 
a displacement of the cardiac silhouette to the left. 
Laboratory findings were considered normal with 
the exception of the pulmonary function tests. These 
were compatible with a diffuse obstructive lesion of 
the lungs. Pulmonary angiography demonstrated 
complete absence of the left lung. 

A brief summary of the embryology relevant to 
the development of the pulmonary system is presented 


with suggestions on the mechanism of the different 
anomalies. —Olga M. Haring, M.D. 


Pulmonary Angiography in Malformations of the 
Lung (L’angiopneumographie dans I’exploration des 
malformations pulmonaires). J. PAPmLion, F, Piner, 
and J. L. Cuassarp. Gaz. méd. port., 1960, 13: 274, 


THE AUTHORS BELIEVE that in malformations of the 
lung pulmonary angiography is an _ indispensable 
diagnostic procedure. Pulmonary angiography can 
be performed by 2 methods: by injection of the dye 
through a peripheral vein, usually an antecubital 
vein, called global pulmonary angiography, or by 
introduction of the dye through a cardiac catheter 
directly into the pulmonary artery, called selective 
pulmonary angiography. Global angiography gives 
information on total pulmonary flow, and selective 
angiography establishes morphologic diagnosis. 

Malformations of the lung are divided by the 
authors in 4 groups: 

1. Malformations in which portions of the lung or 
entire lung lobes are absent, as in hypoplasia, aplasia, 
or agenesis of the lung. Angiography is particularly 
useful in hypoplastic changes by showing the extent 
of the defect without exposing the patient to the 
dangers of bronchography. The authors believe that 
respiratory embarrassment caused by lipiodol filling 
of the hypoplastic lung should be avoided. 

2. Supernumerary lung lobes. The vessel providing 
for the supernumerary and sequestrated lobe is a 
branch of the aorta and therefore opacification occurs 
later than in the rest of the lung. 

3. Cystic malformations. Isolated and multiple cysts 
can be readily demonstrated by angiography. 

4. Isolated vascular malformations. Of particular 
interest are the pulmonary veins with an anomalous 
return and the auriculoventricular fistulas in the 
lung. Both conditions can be correctly diagnosed by 
selective angiography. —Olga M. Haring, M.D. 


Pulmonary Angiography in Tumors of the Chest 
(L’angiographie dans les tumeurs du thorax). M. 
Bariety, P. CHousrac, and O. Monon. Gaz. méd. 
port., 1960, 13: 246. 


THE AUTHORS DESCRIBE the usefulness of pulmonary 
angiography in the diagnosis of tumors of the chest. 
In a normal pulmonary angiogram usually three 
characteristic phases can be distinguished: the arterial 
phase, the capillary phase, and the phase of venous 
return (vena cava superior). The vessel outlines are 
uniformly dense and only slightly tortuous, the rami- 
fications of the pulmonary arterial tree occur at a 
constant angle of about 60 degrees, and the tapering 
off of the small vessels is continuous to the periphery. 
Changes in contour, ramification, and filling density 
are produced by displacement or invasion of the 
vessels by the tumor. Tumors arising in the mediasti- 
num frequently cause displacement, whereas tumors 
of the lung, in most cases malignant, are invasive. 

By determining the actual anatomic extent of the 
growth, pulmonary angiography is helpful in deter- 
mining operability. 

The authors applied this diagnostic procedure in 
180 cases without untoward reactions. 

—Olga M. Haring, M.D. 
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Spinal Cord Injury as a Complication of ay ag a 
Duncan A. KILLEN and Joun H. Foster. Ann. Surg., 
1960, 152: 211. 

THE AUTHORS report a total of 20 cases of spinal cord 

injury in the literature and 38 cases from their 

questionnaire. Most of these complications manifested 
themselves a few hours postaortography or after re- 
covery from general anesthesia. There was only one 
suggestion of allergy, manifested by rash. Bilateral 
paralysis and hypesthesia and loss of sphincter control 
are the most frequent signs and symptoms. Nine of 10 
patients on whom the lumbar puncture was per- 
formed had abnormal findings. Two myelograms 
were performed; 1 was normal, whereas the other 
showed widening of the cord in the area of the 
eleventh thoracic vertebra. Evidence of recovered 
motor function was noted in 13 cases, 57 per cent. 

Nine patients had permanent spastic paraplegia. 

There were 4 deaths within 3 months and 8 deaths 

within 2 years. Three of the 6 spinal cords which were 

available for postmortem examination were grossly 
abnormal, revealing edema, pallor, and softening. 

Histologically, there were degenerative changes par- 

ticularly involving the grey matter and accompanied 

by demyelinization. No thrombosis of the anterior 
spinal artery or intercostal or lumbar arteries was 
observed. In 65 per cent of the patients procedures 
were carried out under general anesthesia. The injec- 
tion was translumbar in 16 cases, by retrograde or 

direct puncture in 5, and retrograde thoracic in 2. 
Urokon was the contrast material used in 84 per 

cent of the cases; diodrast, neo-iopax, hypaque, and 

aqueous sodium iodide were used in 1 each. The pa- 
tient who received hypaque also received urokon. 

The concentration of opaque material was 70 to 75 

per cent, and 40 c.c. or more were injected into 41 per 

cent of the patients. 

Interpretation of the aortograms revealed that 25 
per cent were injected above the level of the twelfth 
thoracic vertebra; 32 per cent showed periaortic 
extravasation, and 1 was intramural. Seventy-five per 
cent of those injections attempting to outline the 
abdominal aorta resulted in reflux into the thoracic 
aorta. Urokon caused the greatest toxicity and hy- 
paque the least. The mechanism of action is thought 
to be due to changes in the capillary permeability of 
the vessels in the cord combined with direct chemical 
damage to the cellular metabolism when the opaque 
material permeates the capillary wall. The authors 
postulate that the arteria radicalis anterior magna 
may be occasionally injected directly, therefore 
directly perfusing the lower end of the cord. 

— Mark M. Mishkin, M.D. 


Significance of Repeat Injection of Contrast Medium 
in the Genesis o Kidney and Spinal Cord Damage 
Resulting from Abdominal Aortography. DuncAN 
a and Epwarp M. Lance. Ann Surg., 1960, 

: 231. 


THE AUTHORS QUESTION the significance of repeated 
or multiple injections of contrast material and the 
production of renal and spinal cord damage during 
aortography in animals. The contrast materials used 
were diodrast, miokon, and hypaque. Either single 
or double injections of 15 c.c. of each opaque material 
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were given directly into the abdominal aorta at lapa- 
rotomy, taking 5 seconds to inject. If 2 injections were 
given they were spaced 15 minutes apart. The wound 
was then closed. The blood nonprotein nitrogen or 
blood urea nitrogen levels were followed for 6 days 
postoperatively. 

Neurologic responses were evaluated regarding 
hyperirritability or motor deficit or both. The con- 
clusions were that azotemia was more frequent with 
multiple than with single doses of miokon or diodrast 
and that no azotemia was noted with hypaque. Neuro- 
logic toxicity was more frequent after repeated injec- 
tions than after single injections, but it was much less 
with hypaque than with miokon or diodrast. It was 
the authors’ impression that the type of material used 
in the injection was of more significance than the 
number of injections. 

The conclusion was that diodrast was most nephro- 
toxic, miokon was most neurotoxic, and hypaque was 
least toxic to each of these tissues. 

— Mark M. Mishkin, M.D. 


The Use of Contrast Medium in the Investigation of 
the Acute Abdomen. Eric SAMUEL. Proc. R. Soc. M., 
Lond., 1960, 53: 393. 


RESULTS ARE PRESENTED from the Royal Infirmary of 
Edinburgh, Scotland for the year 1959 in the use of 
contrast medium in the diagnosis of obscure abdominal 
conditions. The cases discussed represent only a por- 
tion of the admissions for acute abdominal conditions. 
The material used for the studies was 76 per cent 
urografin combined with a nonionic wetting agent, a 
flavoring agent, and saccharine. This material was 
usually administered diluted if by mouth or undiluted 
if given by intestinal tube. The medium was used 
primarily for investigation of hemorrhages from the 
upper gastrointestinal tract, for investigation of leaks 
and perforations from the alimentary canal, and also 
in the identification of the nature and site of intestinal 
obstruction. In addition, other types of contrast 
medium were found to be useful in intravenous 
cholangiography and intravenous urography. 

Usually, in cases of severe melena, roentgenographic 
procedures are not performed until after the sub- 
sidence of the bleeding or are performed only after a 
period of conservative treatment. The author found 
that with the use of the water soluble medium and 
meticulous adherence to a “no-touch” technique 
these patients could be examined immediately upon 
admission. The “no-touch” technique consists of 
having the patient remain in a supine position and 
avoiding palpation of the abdomen. Of 33 patients 
with hematemesis and melena, positive findings were 
noted in 21. No difficulties due to blood clot have 
been encountered in diagnosis. 

Investigation of cases of duodenal perforation was 
limited to those in which a clinical diagnosis was in- 
definite or in which the plain roentgenograms did not 
show evidence of pneumoperitoneum. When pneumo- 
peritoneum was demonstrated, the investigation by 
contrast medium was not performed. In many in- 
stances in which the symptoms were believed to be 
due to perforation or leaks it was found that there was 
only deep penetration by the ulcer. Leaks from 
anastomotic lines are also easy to demonstrate by this 
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technique. The usefulness of the oral administration 
of the contrast medium was found to be greatest in 
those cases of high obstruction with very little gaseous 
distention. 

A word of caution is raised in relation to vascular 
occlusions which can produce a localized area of para- 
lytic ileus. The contrast medium passes through the 
area slowly. The nature and seriousness of the prob- 
lem can easily be overlooked. 

Changes in the duodenojejunal flexure and the 
posterior portion of the stomach have been found to 
be of value in the diagnosis of pancreatic lesions. In 
most instances the C-curve of the pancreas is altered 
by inflammatory lesions because of the edema and 
widening of the mucosal folds and fixity of this portion 
of the small bowel. 

With the use of biligrafin administered intra- 
venously investigation of patients with evidence of 
cholecystitis in the acute stage may be carried out 
with little disturbance to the patient. The following 
may be noted: (1) a complete failure to display the 
gallbladder or the extrahepatic ducts which may 
indicate that the concentration of the dye is relatively 
poor; (2) the liver may readily excrete the dye and 
show the extrahepatic biliary passages, which does 
not exclude or verify the possibility of an acutely in- 
flamed gallbladder; or (3) the extrahepatic ducts fill 
out normally but the gallbladder fails to fill. If, at the 
end of 2 hours, this is still true it usually indicates an 
obstruction of the cystic duct secondary to acute in- 
flammatory reaction. 

Extensive investigations have been carried out in- 
volving all contrast media in the demonstration of 
renal problems by means of intravenous pyelography. 
Prolonged nephrograms, extensive delay in obtaining 
the pyelogram, and distention of the renal pelvis and 
the ureter when a stone or obstructive phenemona are 
present have been found. 

—W. Harrison Mehn, M.D. 


Differential Radiologic Diagnosis of Gaseous Collec- 
tion in the Right Subphrenic Space (Diagnostica 
differenziale radiologica delle raccolte gassose della 
regione subfrenica destra). B. Guarrscut and F. 
CoucourDE. Radiol. med., Milano, 1960, 46: 256. 


AFTER a detailed description of the radiologic aspects 
of the right subphrenic area in normal conditions and 
after introduction of gas for diagnostic purpose— 
pneumoperitoneum and retropneumoperitoneum— 
the authors describe the various pathologic con- 
ditions which may lead to a collection of gas in this 
area. 

The main radiologic features of the various con- 
ditions described are diaphragmatic hernias with 
presence in the thorax of a hollow viscus normally 
contained in the abdomen; interposition of a hollow 
viscus between the diaphragm and the liver in the 
presence of an ovoidal area of hypertransparency 
with one or more lobulations below the diaphragm; 
spontaneous pneumoperitoneum with presence of a 
sickle-shaped area of hypertransparency below the 
diaphragm; abscess and echinococcus cysts of the 
liver with the area of hypertransparency within the 
hepatic shadow, and the possible presence of a fluid 
level; and subphrenic abscess with elevation of the 


hemidiaphragm, pleural effusion, and sometimes 
presence of a small quantity of gas within the area of 
opacity. 
Each condition is well documented by several 
roentgenograms and schematic drawings. 
— Riccardo Benvenuto, M.D. 


Contribution of Cineradiography to Study of the 
Function of the Human Biliary Tract. J. Carou 
P. PorcHER, G. Peguicnot, and M, DExarrtre. m* 
Jj. Digest. Dis., 1960, 5: 677. 


USING CINERADIOMANOMETRY, which represents a com- 
bination of the two techniques of cinematography and 
radiomanometry, the authors have made a very 
fundamental and thorough study of the human biliary 
tract with particular reference to the kinetics of con- 
traction of the sphincter of Oddi and the anatomic 
and physiologic conditions which govern reflux into 
the duct of Wirsung. 

The 34 patients studied were seen at the University 
of Paris and the Saint Antoine Hospital in Paris, 
France. 

Three types of oddian contraction are described: 
(1) a pyloric type which is quite rare and which is 
comparable to the contraction of the pyloric canal; 
(2) a type referred to as global with parallel edges, in 
which the internal and external edges of the entire 
sphincteric mechanism are brought together, trans- 
forming the area into a narrow pass; and (3) an anti- 
peristaltic type, which is the most frequent and which 
starts at the tip of the papilla of Vater and moves 
proximally toward the common duct. 

The nature of pancreatic reflux remains contro- 
versial; two schools of thought prevail, the American 
and the French. In the American school, supported 
by Mirizzi and Doubilet, it is believed that reflux oc- 
curs because of hypertonicity of the sphincter coming 
on either spontaneously or upon stimulation by dilute 
hydrochloric acid from the stomach. The French 
theory, supported by Caroli and Nora and data from 
radiomanometric studies, states that reflux is produced 
by intraductal hypertension and by spontaneously 
provoked relaxation of the choledochoduodenal junc- 
tion under the influence of drugs or fatty foods. The 
latter concept is given added impetus from the cine- 
radiomanometric studies herein reported, although 
this is apparently true only when the anatomic features 
of the biliary tract are entirely normal. 

—Harvey N. Lippman, M.D. 


Intraosseous Venography. Rosert ScHOBINGER. An- 
giology, 1960, 11: 283. 

By THE USE OF the intraosseous injection of contrast 
media into various spongy portions of the skeleton 
practically all the major systemic veins of the human 
body can be studied roentgenographically. Detailed 
evaluation of venous pathways not normally opacified 
by other means is available. The method is safe, 
technically convenient, and applicable under many 
circumstances in which the intravenous route is not 
suitable. Technical principles are discussed and il- 
lustrations are furnished of the opacified azygos and 
internal mammary systems, the inferior vena cava, 
pelvic veins, veins of the lower extremity, and the 
epidural space. —Allan D. Callow, M.D. 
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Intraosseous Phlebography. Rutuerrorp S. GILFiL- 
LAN, EvELYN Siris, and ELIZABETH CUTHBERTSON. 
Angiology, 1960, 11: 276. 

Tue AUTHORS state that medullography or bone 
hlebography is useful for the demonstration of deep 

and superficial veins such as the azygos, vertebral, 

pelvic, and internal mammary veins, of perforated 
veins of all deep venous circulations, of soft tissue 
malignant tumors, and of intrinsic bone disease. The 
method may prove to be a useful tool in evaluating the 
circulation in bone by means of timing the clearance 
of the opaque dye from the bone. Occasionally, the 
contrast medium will extravasate along the needle 
into the periosteum and soft tissue and local pain may 
result. Examples are provided, together with a table 
in which the position of the needle and the site of the 
injection, the view to be utilized, and the area which 
can be visualized by such an injection are indicated. 
—Allan D. Callow, M.D. 


Visualization of the Azygous Vein by Means of Verte- 
bral Transomatic Phlebography (La visualizzazione 
del sistema azigos mediante flebografia vertebrale 
transomatica). G. Marcozzi1, S. Messinett1, M. 
Cotomsatl, and G. Mocavero. Ann. ital. chir., 1960, 
31> 205% 


A NEW METHOD of roentgenographic visualization of 
the azygos system, developed at the Department of 
Surgery of the University of Perugia Medical School, 
Perugia, Italy, is described. The technique consists in 
the introduction of the contrast medium directly into 
the body of the first or the second lumbar vertebra by 
means of a large bore needle introduced percuta- 
neously under fluoroscopic guidance. The procedure 
is performed with patients in ventral decubitus posi- 
tion and under general anesthesia. 

The radiopaque medium passes from the vertebral 
body into the basivertebral veins, the internal and 
external vertebral venous plexuses, and through the 
ascending lumbar veins and the dorsospinal branches 
of the lower two or three intercostal veins, finally 
reaching the azygos in such concentration as to give 
an excellent visualization. 

The description of this technique is followed by a 
discussion of the other methods of visualization of the 
azygos vein used in the past. In the opinion of the 
authors their method is superior to the other tech- 
niques previously described. The roentgenograms 
presented in the report seem to confirm this statement. 

—Riccardo Benvenuto, M.D. 


ROENTGEN AND COBALT TELETHERAPY 


Cardiocirculatory Complications in the Course of 
Betatron Therapy for Bronchopulmonary and 
Mediastinal Tumors (Sulle alterazioni cardiache in 
corso di radioterapia betatronica dei tumori bronco- 
polmonari e mediastinici). B. BELLION and G. Nat- 
TERO. Minerva med., Tor., 1960, 51: 2565. 


THE CARDIOCIRCULATORY COMPLICATIONS observed in 
4 patients undergoing betatron therapy for neoplasms 
of the lungs and mediastinum are the subject of this 
article. The study was conducted at the Department of 
Medicine of the University of Turin Medical School, 
Turin, Italy. The history, type of treatment, and 
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cardiac symptomatology presented by the patients 
are given in detail. All the patients showed cardiac 
complications which were electrocardiographically 
demonstrable; in 3 patients a myocardial infarction 
was demonstrated, whereas in the fourth patient signs 
of severe diffuse coronary insufficiency were detected. 
None of the patients had had previous circulatory 
complaints and all died shortly after the onset of the 
cardiac complications. At the time of death, betatron 
therapy had already been discontinued. No post- 
mortem studies were performed. 

The relations between the technique of radiation 
and the cardiac complications are discussed. The 
following conclusions are presented: Irradiation of the 
heart with high and frequent doses is sometimes ca- 
pable of producing severe cardiac impairment demon- 
strable by electrocardiography. The electrocardio- 
graphic changes must be distinguished from those due 
to the metabolic changes notoriously induced by 
radiant therapy, those due to involvement of the 
pericardium in the neoplastic process, and those due to 
the right ventricular strain frequently seen in lung 
tumors. These changes, when limited, do not seem 
to have any unfavorable prognostic significance. 
Proper therapy must be instituted when the electro- 
cardiographic changes are significant. 

—Riccardo Benvenuto, M.D. 


RADIOACTIVE ISOTOPES 


Radioactive Iodine in the Postoperative Treatment of 
Thyroid Cancer. Witu1am H. Braun, Rosert A. 
NorpykgE, and Franz K. Bauer. Cancer, 1960, 13: 745. 


THE AUTHORS PRESENT the experience of the Veterans 
Administration Center of the University of California 
Medical School, Los Angeles, California in treating 31 
patients with carcinoma of the thyroid thought suit- 
able for radioactive iodine therapy. It is stressed that 
the primary treatment of carcinoma of the thyroid is 
surgical and that the minimal acceptable surgical 
procedure is total thyroidectomy. Radical neck dis- 
section is performed when metastatic disease in the 
neck is suspected. After a suitable interval, the pa- 
tients are scanned for the persistence of normal thyroid 
tissue or the presence of metastatic disease which takes 
up I'%!, If metastases are found, therapeutic 100 mc. 
doses of I! are given after the administration of 
thyroid-stimulating hormone to enhance I"! uptake. 
After several months, scanning is repeated to deter- 
mine the need for further I'*! treatment. 

The results in this group of patients are reported for 
follow-up periods of 1 to 9 years. Of the patients 
whose course was followed for 1 year or more, 25 had 
total surgical thyroidectomies, 15 had radical neck 
dissections, and 1 had, in addition, a sternal anterior 
mediastinal node dissection. Fifteen patients had 
metastatic lesions and 10 of these patients had [1% 
uptake in the metastases. Eleven patients were metas- 
tases free. 

Of the 15 patients who had definite metastatic dis- 
ease, 10 are living and 5 are dead. Eight of the 10 
living patients no longer manifest evidence of metas- 
tases. All 11 patients who were free of metastases 
after operation are living and without any evidence 
of disease. 
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One death was caused by an unrelated neoplasm at 
the ampulla of Vater. Three deaths were the result of 
undifferentiated or Hiirthle cell carcinoma of the 
thyroid which did not take up I'!, The fifth patient 
had follicular cell carcinoma with widespread metas- 
tases which did not respond to I" therapy. The 
authors recognized the limitations of this short term 
follow-up. — john W. Braasch, M.D. 


Topographic Distribution of Radioactive Gold in the 
Lymph Glands of the Pelvis After Treatment of 
Cancer of the Uterine Cervix by Infiltration of the 
Parametrium with Radioactive Colloidal Gold 
(Distribuzione topotrafica dell’Au!® nelle varie sta- 
zioni linfoghiandolari pelviche dopo trattamento del 
cancro del collo dell’utero con infiltrazioni parame- 
trali di oro colloide radioattivo). ALBERTO ZACUTTI 
and Giovanni TuRCHETTI. Q. clin. ostet. gin., 1960, 15: 
321. 


RADIOACTIVE COLLOIDAL GOLD is nontoxic and is 
transported very rapidly (within a few hours) through 
the lymph stream to the regional lymph glands. The 
half life of the isotope is short; 95 per cent of its ra- 
diation quota is expended within a period of 10 days. 

Five women with uterine cervical cancer, 15 to 25 
days after infiltration of 50 mc. of Au’ into the 
parametrium on each side, were subjected to an en- 
larged total hysterectomy with pelvic lymphadenec- 
tomy; the distribution of the radioactive element and 
its irradiation intensity in various levels of the pelvic 
lymph glands were systematically determined. 

Each gland was divided in half; one of the halves 
was examined histologically and the other was weighed 


on a Mettler balance and then macerated with the 
addition of heat in 30 per cent sodium hydroxide. The 
radioactivity for each gland was determined by a 
scintillation counter for liquids and the total beta ir. 
radiation that had been absorbed by each gland was 
estimated by means of the mathematical formula 
Dg=73.8 Eg Teff C. proposed by Marinelli, Quimby 
and Hine (Am. 7. Roentg., 1948, 59: 260). 

The Dg values, or the total irradiation in beta-ra 
as expressed in rads, were found to be 40,709 for the 
hypogastric glands, 40,215 for the obturator glands, 
28,883 for the external iliac glands, and 7,015 for the 
common iliac glands. Thus it is seen that the irradiation 
intensity became progressively weaker for each lymph 
gland level as it was farther removed from the area of 
original infiltration. An important finding in this 
series of determinations is encountered in the fact that 
in the 2 lymph glands, 1 hypogastric and 1 obturator 
gland, which were involved in metastasis the average 
Dg reading was 15,120, that is, not notably different 
from that of these glands when in the normal state. 

Another important finding was the fact that pre- 
vious treatment of these glandular areas with radium 
or roentgen irradiation did not seem to modify notably 
the lymphatic circulation so as to compromise the 
transport to the gland, by this route, of the radio- 
active gold. 

Thus the authors conclude that radioactive gold 
provides a satisfactory modus for dealing with the 
problem of neoplastic dissemination, a means which is 
superior to the more conventional methods, such as 
radium or surgical intervention. 


—John W. Brennan, M.D. 
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SURGICAL TOPICS OF GENERAL INTEREST 


ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


Effects of Breathing Carbon Dioxide upon the Pul- 
monary Circulation. ALFRED P. FisHMAN, Harry W. 
Fritts, JR., and ANpREé Cournanp. Circulation, 1960, 
22: 220. 


Tue EFFECTS of an acute increase in carbon dioxide 
tension of inspired air on pulmonary blood flow and 
pressures in normal man and in patients with chronic 
pulmonary emphysema were studied. In contrast to 
the effects of acute hypoxia, acute hypercapnia in the 
normal subject is not associated with an increase in 
either pulmonary arterial pressure or pulmonary 
arterial blood flow. In some patients with chronic 
pulmonary emphysema, there was an increase in both 
pulmonary arterial pressure and flow during carbon 
dioxide breathing. An increase in pulmonary arterial 
pressure is invariably associated with an increase in 
pulmonary blood flow. The explanation for the rise in 
the emphysematous patients may be either abnormal 
work of breathing, inordinate ventilatory drive acting 
on a mechanically deficient chest bellows, or some 
obscure effect of the carbon dioxide on the myo- 
cardium. No evidence has been presented to show 
that the breathing of air enriched with carbon dioxide 
may elicit pulmonary constriction in the intact man. 
In the 5 control patients there was no change in the 
pressure or flow of the pulmonary artery, whereas in 
the 10 patients with chronic pulmonary emphysema 
pulmonary artery pressure was increased as was 
pulmonary blood flow when the carbon dioxide ten- 
sion of the inspired air was increased. There was no 
evidence of pulmonary vasoconstriction either in 
normal subjects or in patients with emphysema. 
—Gabriel P. Seley, M.D. 


Effects of Acute Hypoxia and Exercise on the Pul- 
monary Circulation. ALFRED P. FisumMan, Harry W. 
pogion Jr., and ANDRE Cournanp. Circulation, 1960, 

: 204. 


A stupy was undertaken to elucidate some of the 
mechanisms involved in the pulmonary vascular re- 
sponses of man to acute hypoxia and to acute hyper- 
capnia. First, the effects of acute hypoxia and of exer- 
cise on pressure flow relationships in normal subjects, 
in patients with restricted vascular beds, and in a pa- 
tient with sympathetic denervation of the lungs were 
studied. The results show that an increase in pul- 
monary blood flow has little effect and the sympa- 
thetic ganglia are not essential for the pressor effect. 
The increment in pulmonary blood flow during acute 
hypoxia is insufficient to account for the rise in pul- 
monary arterial blood pressure in normal subjects. 
Only under conditions of severe restriction of the 
pulmonary vascular bed may a linear relationship be- 
tween blood pressure and flow exist. Pulmonary 
arterial blood pressure rises slightly but consistently 
during exercise. The autonomic nervous system is not 
involved in the pulmonary hypertension of human 
subjects who are exposed to acute hypoxia. Vasomotor 


activity may be involved in the pulmonary pressor 
response to acute hypoxia; the study did not reveal 
the mechanism or site of action of acute hypoxia on 
pulmonary circulation. | —Gabriel P. Seley, M.D. 


Effects of Acute Hypoxia on the Volume of Blood in 
the Thorax. H. W. Fritts, Jr., J. E. Oper, P. 
Harris, E. W. Braunwa.tp, and A. P. FIsHMAN. 
Circulation, 1960, 22: 216. 


THE EFFECTS of acute hypoxia on the central blood 
volume including not only the blood in the pulmonary 
vessels, but also that contained in the chambers of the 
left side of the heart and that segment of the aorta and 
its branches found at points temporally equidistant 
from the aortic valve were studied. Hypoxia, accord- 
ing to these studies, did notalter the volume of blood. No 
shift in the center of gravity could be demonstrated 
when hypoxia was induced in patients lying on the 
teeter board. Thus again there is demonstrated the 
fact that the volume of blood in the thorax does not 
change appreciably during hypoxia. Since the dye- 
dilution technique and the teeter board results were 
comparable, these conclusions seem valid. 
—Gabriel P. Seley, M.D. 


Effect of Food, Alcohol, and Hyoscine on Body 
Temperature and Reflex Responses of Men Im- 
mersed in Cold Water. W. R. Keatince and M. 
Evans. Lancet, Lond., 1960, 2: 176. 


TEN MEN with healthy naval ratings, aged 18 to 28 
years, were immersed in cold water at 15 degrees C. 
for 30 minutes every other day for 8 days. The men 
sat on a wooden bench in the tank and did not move 
about. 

Rectal temperatures were measured by a thermo- 
couple inserted 11 cm. from the anus. The oxygen 
deficit in the expired air was measured and the mean 
metabolic rate was calculated. Electrocardiograms 
were taken, and the heart rate and peripheral blood 
flow were measured by suitable techniques. 

A heavy meal, alcohol 75 ml., or hyoscine 1/100 gr. 
did not affect the rate of fall of the rectal temperature 
of the men immersed in cold water. Blood flow in the 
fingers fell rapidly but less so when alcohol was given. 

Ventricular extrasystoles were observed after hyo- 
scine or a heavy meal but not after the alcohol was 
given. The alcohol greatly reduced the men’s dis- 
comfort and sensation of cold during immersion. The 
metabolic rate and the heart rate were reduced after 
hyoscine and alcohol administration, but only the 
alcohol affected the men’s subjective sensation of cold. 

— John H. Davis, M.D. 


Clinical and Physiologic Implications of the Steroid 
Induced Peptic Ulcer. H. M. Sprro and S. S. MILtgs. 
N. England 7. M., 1960, 263: 286. 


THE AUTHORS cite the work of investigators who 
found that the administration of steroids increased the 


risk of ulcer in patients with rheumatoid arthritis by 
15 times in men and by almost 43 times in women. By 
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contrast, ulcer does not seem to be a problem in pa- 
tients with ulcerative colitis or with skin disease. 

The reason for the clinical silence prior to a disas- 
trous complication in these large steroid ulcers is un- 
known. Steroids may increase the pain threshold, and 
decrease inflammation. Many of the ulcers which fol- 
low steroid therapy are gastric rather than duodenal 
in location, with the preferred location on the antrum 
or lesser curvature. 

Anatomically, the steroid ulcer is pliable and soft, 
almost rubbery, without a fibrotic base and without 
surrounding induration. The inflammatory reaction 
is minor. If the location is duodenal, only minimal 
deformity is noted roentgenographically. 

The stress ulcer that follows burns or brain surgery 
resembles the steroid ulcer in that it is primarily gas- 
tric in location. Also there is a similar lack of cellular 
infiltrate. 

Ulcer that occurs in the course of steroid therapy 
heals rapidly when contrasted to the healing rate of a 
known peptic ulcer exacerbated by the deliberate ad- 
ministration of steroids. 

The relation of ulceration to dosage of steroids is 
fairly definite. There is only a negligible risk, even 
with prolonged therapy with 50 mgm. or less of cor- 
tisone daily, or 15 mgm. of prednisone daily. Exact 
relationships between dose-effect as applied to steroid 
induced peptic ulceration are difficult to define. 

Ulceration related to steroid administration may 
occur at any time during the first year of treatment, 
and there is no characteristic time at which an ulcer is 
more likely to develop. 

The administration of ACTH will increase uro- 
pepsin excretion within 24 hours of administration. 
While excretion does not necessarily parallel gastric 
secretory potential or rate, the authors cite a series of 6 
human subjects who showed a 200 per cent increase 
in uropepsin secretion after the administration of 100 
to 160 mgm. of ACTH for 21 to 28 days. Total pepsin 
and free acid were also increased, but not the volume 
of gastric juice. 

It is believed that the mucous secretion forms a 
protective barrier to gastric autodigestion. A pro- 
gressive fall in gastric-juice viscosity can be demon- 
strated after ACTH infusion or the administration of 
corticosterone, but not after the administration of 
hydrocortisone or prednisone. Cortisone does not 
affect the re-epithelialization of dog gastric mucosa 
that has been desquamated, but does retard the heal- 
ing of an ulcer created while the animal is receiving 
cortisone. 

Steroid gastric ulcer may require 4 to 8 weeks to 
heal. If indications for steroid administration are 
strong, sterid treatment may not necessarily be inter- 
rupted. Antacids may not be as effective in treatment 
as are frequent feedings. Acetylsalicylic acid is contra- 
indicated, since there is some possibility that sali- 
cylate induced gastritis may be a factor in the more 
frequent ulceration observed in patients with rheuma- 
toid arthritis. —Carl H. Calman, M.D. 


Recording Portal Venous Pressure in Man. C. 
SHALDON. Lancet, Lond., 1960, 2: 244. 


A TECHNIQUE is reported for the continuous recording 
of portal venous pressure in man both during and 


after operations. A polyvinyl tube 2 mm. in diameter 
and 10 cm. in length is tied into an omental or left 
gastroepiploic vein. The other end of the cannula js 
connected to the plastic tubing from a standard in- 
fusion set, which in turn is hooked up to a saline ma- 
nometer with a floating recorder which writes on a 
kymograph. A diluted solution of heparin is allowed 
to drop through a side arm to prevent coagulation in 
the cannula without affecting the patient’s coagulation 
mechanism. 

After the operation the tubing is brought out 
through the abdominal wall for postoperative re- 
cordings. Before the cannula is removed 1 to 5 days 
postoperatively, the tubing is clamped for 24 hours, 
then simply pulled out. .—Harold Laufman, M.D. 


Electrolytic Changes in the Erythrocytes and the 
Liver in Experimental Intestinal Occlusion (Modi- 
ficazioni elletrolitiche degli eritrociti e del fegato 
nell’occlusione intestinale sperimentale). V. Di Gio- 
vanni and G. AcriroG.io. Rass. ital. chir. med., 1959, 
8: 789. 


Rassits were employed in a series of experiments on 
electrolyte changes, the electrolytes studied including 
sodium, potassium, chlorides, calcium, magnesium, 
phosphate, and sulfate. The hepatic hydrosaline con- 
tent was likewise studied since the liver regulates 
electrolyte equilibrium. 

It is concluded that the erythrocyte electrolytes do 
not present an inert or stable quantity and that during 
intestinal occlusion they participate in the general 
disequilibrium in a manner differing from that of the 
plasma electrolytes. The results of the present investi- 
gations and those of other workers indicate that during 
intestinal occlusion there occurs a marked reduction 
in ascorbic acid, alkaline phosphate, and glycogen, 
probably related to reduced metabolic activity in the 
liver cells. Loss of hepatic and other cellular potassium 
produces hyperpotassemia. Also the reduction of 
hepatic magnesium may be attributed to diminished 
processes of assimilation and synthesis. The changes 
in electrolytic equilibrium here demonstrated do not 
definitely indicate a precise relation between the 
severity of the hepatic findings and the changes in 
electrolytes of the tissue. 

The role of the adrenal gland is discussed as being 
the site of histologic changes especially of the cortex 
during intestinal occlusion. Adrenocortical hypofunc- 
tion of varying degree may be assumed, which would 
result in a reduction of chloride, sodium, and extra- 
cellular fluid and an increase in plasmatic and cellu- 
lar potassium. The present experiments revealed no 
such changes in cellular potassium. In the presence 
of a change in adrenocortical function the hydro- 
electrolytic disequilibrium in the liver and erythro- 
cytes might be ascribed to some change in hepato- 
cellular metabolism other than a loss of secretions 
from the digestive tract, increased body catabolism, 
and possible changes in renal function. 

—Edith Schanche Moore 


The Medical Aspects of Air Pollution. Peter V. V. 
HaMILL, Arch. Rene. Health., 1960, 1: 241. 


ALTHOUGH a great deal is known about classical 
toxicology in connection with many compounds, little 
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is known about the result of lifetime exposure to 
minute quantities of chemicals. Successive small doses 
of toxic materials, individually too small to cause 
trouble, may have dangerous cumulative effects. The 
possibility also exists that two or more compounds 
with relatively low individual toxicities can combine 
in the body to produce highly toxic effects. 

The author discusses the connection between 
cigarette smoking and carcinoma of the lung. Smoking 
is a concentrated form of self-fumigation or personal 
pollution. Nevertheless even a heavy smoker takes 


into his lungs only 150 mgm. of 3,4-benzpyrene per . 


year compared to at least 200 mgm. from the polluted 
air of a large community. Britishers who immigrate 
after the age of 30 have a lung cancer rate 75 per cent 
higher than that for natives of New Zealand. Several 
other interesting findings are reviewed by the author 
concerning the effect of synthetic “smogs” on experi- 
mental animals, chemical studies of niteo-olefins in 
the Los Angeles area, and the marked effect of various- 
sized aerosols, even inert aerosols of sodium chloride, 
on pulmonary resistance.—Carl H. Calman, M.D. 


CANCER RESEARCH AND CHEMOTHERAPY 


Isolation-Perfusion in Cancer Chemotherapy. STAn- 
LEY EDELMAN, EzRA M. GREENSPAN, and Ivan D. 
Baronorsky. WV. York State 7. M., 1960, 60: 2877. 


THE AUTHORS review the method, indications, and 
disadvantages of isolation-perfusion techniques for 
the treatment of cancer with chemotherapeutic agents. 
They believe that the procedure has clinical merit 
as an additional modality in the treatment of selected 
patients with cancer, especially patients with tumors 
of the extremities. The advantages of this procedure 
over other methods of administration of therapeutic 
agents are: (1) There is an increase of dosage of the 
agent to the tumor-bearing area. (2) The high oxygen 
tension which is created in an isolated part may po- 
tentiate the radiomimetic action of the oncolytic 
agents. (3) The intra-arterial administration of the 
agent yields a more favorable result. (4) Systemic 
toxicity is reduced. (5) The resistance of the host is 
unimpaired. 

The technical limitations of isolation-perfusion are 
related chiefly to: (1) leakage, (2) local tissue toler- 
ance, and (3) the effect of a too rapid induction of 
necrosis in large tumors. The amount of leakage 
assumes greater importance as one proceeds proxi- 
mally into the aorta. Practically no leakage of the 
chemotherapeutic agent outside of the perfused area 
occurs at the level of the popliteal artery. Fifteen to 
20 per cent leakage occurs at the level of the femoral 
artery, 12 to 50 per cent leakage occurs in perfusion 
of the brain even if the vertebral arteries are tempo- 
tarily occluded, and 10 to 50 per cent leakage occurs 
with pelvic perfusions. If the local tissue tolerance 
should be exceeded inadvertently, severe damage may 
occur to the soft tissues of the perfused region. 

_ The following tumors have been subjected to isola- 
lion-perfusion procedures: malignant melanomas; 
sarcomas including rhabdomyosarcoma, osteogenic 
sarcoma, Kaposi’s sarcoma, and angiosarcoma; 
carcinomas including adenocarcinoma, epidermoid 
carcinoma, undifferentiated carcinoma; and gliomas. 
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The indications for utilization of isolation-perfusion 
are: (1) as an adjunct to standard therapy, (2) in the 
treatment of regionally confined but nonresectable 
tumors, (3) for conversion of nonresectable tumors to 
resectable tumors, (4) for palliation of far advanced 
cancer, and (5) as a primary therapeutic measure 
if suitable agents are available. A summary is included 
of various agents reported to have been administered 
by this method. The follow-up period of patients 
treated by this technique has not been long enough 
in a sufficient number of patients for any valid sta- 
tistical conclusion regarding its efficacy. 

—Lloyd D. MacLean, M.D. 


Chemotherapy of Cancer with Cyclophosphamide 
B 518 (La chimiothérapie des cancers et le cyclophos- 
phamide B 518). G. Detmon. Presse méd., 1960, 68: 
1378. 


RADIOMIMETIC AGENTS such as nitrogen mustard were 
proved to possess strong cytotoxic activity. An attempt 
was made to synthesize a substance locally effective 
but inactive while being transported to the tissues. 
Cyclophosphamide B 518, synthesized by Arnold in 
1958, was applied in experimental studies in rats with 
transplanted carcinomas and sarcomas. In the Yoshida 
ascitic sarcoma the average curative dose was 4.5 
mgm./kgm., the average lethal dose, 160 mgm./kgm. 
The clinical experience was as follows: Of 12 cases 
of cancer of the stomach, 4 inoperable or recurrent 
cases obtained a temporary regression. In 4 other cases 
with invasion of the lymph nodes the compound was 
administered prophylactically after gastrectomy. No 
clinical evidence of spread was observed in 3 patients 
after 18, 15, and 9 months. Other types of tumors 
favorably affected were lymphosarcomas, metastatic 
breast cancers, squamous carcinomas of the bronchus, 
malignant schwannomas, and adenocarcinomas of the 
pancreas. The side effects included minor digestive 
symptoms; leukopenias were observed only rarely. 
The dosage schedule varied from 100 to 200 mgm. 
daily by mouth to 1,000 to 1,500 mgm. daily intra- 
venously for 10 days, or 200 mgm. intramuscularly 
daily for a month. —Karel B. Absolon, M.D. 


Chemotherapy of Cancer with Antibiotic Substances 
(Etat actuel de la chimiothérapie anticancéreuse). A. 
Ravina and Pu. Exoy. Presse méd., 1960, 68: 1359. 


ACTINOMYCIN, azaserine, streptonigrin, mitomycin, 
streptovitacin A, PA 144, BA 163, mithramycin, and 
sarcomycin are substances derived from bacterial 
agents. These materials were applied in experimental 
cancer investigations. Mitomycin is of special interest, 
proving therapeutic in cancers of the gastrointestinal 
tract that are notoriously resistant to any type of 
chemotherapy. The antileukemic alkaloids, vinca- 
leucoblastine and leurosin, may open a new area of 
experimental investigations. 

The chemotherapy of tumors is complicated by 
their polymorphism and the variability of response. 
Actinomycin, for example, has a good effect in the 
Wilms’s tumor and mouse leukemias, but little effect 
in treating other cancers. Cancer chemotherapy with 
the presently available agents cannot be standardized 
because of individual patient response. 

— Karel B. Absolon, M.D. 
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ORGAN TRANSPLANTS 


Some Peculiarities of the Survival Time of Skin 
Homografts. E. A. Zotixov, V. M. Bupik, and A. 
Puza. Ann. N. York Acad. Sc., 1960, 87: 166. 


EXPERIMENTING with white rats, the authors conclude 
that a skin homograft occupying not less than one- 
third of the skin area of an animal survives longer 
than does the small skin graft. Although the trauma 
caused to an animal by the homotransplantation 
of a large piece of skin influences the survival time 
of the graft it is not the chief factor in prolonging it. 
The suppression of immunologic reactivity by massive 
doses of foreign antigens evidently is the cause of 
longer life in the large homograft. 

Zotikov, from the Institute of Experimental Biology, 
Academy of Medical Sciences, Moscow, U.S.S.R.., is 
of the opinion that the immunologic process is the 
basis of tissue incompatibility. The intensity of many 
immunologic reactions, as is well known from classic 
bacteriology, depends on the dosage of a foreign 
antigen. It is quite clear, then, that antigen dose and 
immunologic reaction have the same relation in 
transplantation immunity. 

It is possible that transplants of small size which 
have a little dose of foreign antigen produce a slighter 
transplantation immunity than do skin grafts of larger 
size. A very large skin graft, however, occupying about 
one-third of the skin surface, perhaps contains a 
massive dose of antigen and immunization of the 
recipient by such a massive dose leads to the suppres- 
sion of the defensive immunologic factors and thus 
insures a longer survival. 

Doctor Rogers, one of the discussants, pointed out 
that Lawrence, in his Physiological Reviews article, brief- 
ly summarized the recent immunologic experiments 
which support the hypothesis that in immunologic 
paralysis the available antibody is neutralized by the 
tremendous and excessive amounts of antigen as 
rapidly as the host forms it. It is easy to understand, 
if this hypothesis is valid, how the host could be 
temporarily or perhaps, in some cases, even per- 
manently exhausted in its attempts to manufacture 
enough antibody to neutralize the excess antigen. 

—Frank W. Pirruccello, M.D. 


Effect of Surgical Ablation of Regional Lymph Nodes 
on Survival of Skin Homografts. RicHarp B Stark, 
Epwarp M. Dwyer, and Marcie De Forest. Ann, 
N. York Acad. Sc., 1960, 87: 140. 


THE AUTHORS in previous publications have outlined 
an experiment to assay the relationship of elements 
of the circulating blood to the survival of homografts 
of skin in the rabbit. It was found that, if 1 c.c. of 
homologous whole blood was injected 5 days prior to 
the implantation of a homograft of skin from the same 
donor, such pretreatment enhanced the survival of 
the homograft, and this was true of second-set homo- 
grafts as well. The active enhancing agent in homolo- 
gous whole blood was demonstrated to reside within 
the erythrocyte after the red cells had been hemolyzed. 
When the erythrocytes had been tagged with radio- 
active chromium, it was found that their site of deposi- 
tion was the lymph node in proximity to the site of 
injection, which was also near the homotransplant. 
Such deposition suggested that this might be the site 
of action of the enhancing agent. 

The auricular lymph node was surgically excised in 
rabbits and a homograft of skin transplanted distally 
upon the ear. Transplants made soon after regional 
lymphadenectomy behaved in a manner similar to 
that of enhanced grafts, and this was true of second- 
set as well as of first-set grafts. Enhancement after lym- 
phadenectomy was in the magnitude of a factor of 2 
for the first-set grafts. When only one auricular lymph 
node was removed and bilateral homografts were 
applied to the ears, no enhancement of either graft 
was noted. When bilateral auricular nodes were re- 
moved, however, both homografts survived longer. 

An interesting case was cited of a human patient in 
whom their laboratory findings concerning lymphad- 
enectomy were verified. In this case the life of a 
homograft transplanted upon the ipsilateral arm of a 
woman who had undergone radical mastectomy with 
removal of the axillary lymph nodes was prolonged by 
a factor of 2.5 beyond that of the control homograft 
transplanted to the opposite arm, where the axillary 
lymphatics were intact. 

An excellent discussion brings up the problem of 
the “‘white graft” and other problems encountered in 
research. —Frank W. Pirruccello, M.D. 
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